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EDITORIAL 
ABOUT OURSELVES. 


While some of the members of one of the organizations interested 
in this journal are finding fault with the editorial and business manage- 
ment for no real reason in particular and for every reason in general, we 
are pleased to reproduce the following editorial reference to SOUTHWEST- 
ERN MEDICINE taken from the April issue of the Southern Medical 
Journal. 


SOUTHWESTERN MEDICINE. 


This is the result of an amalgamation of The New Mexico Medical Journal, The 
Arizona Medical Journal and The Bulletin of the El Paso County (Texas) Medical 
Society, and is the official organ of the Medical and Surgical Association of the 
Southwest. 


The first number appeared in January of this year as a monthly. It is a very 
creditable publication from a literary and scientific standpoint. Such a journal is 
especially worthy of the hearty support of every physician within its territory and 
of the high esteem and praise of the profession in general when it is remembered 
that its advertising section is of the cleanest and most ethical nature and that no pro- 
prietary preparations will be considered unless they have been accepted by the Coun- 
cil of Pharmacy of the A. M. A. A policy of this character means a financial loss of 
thousands of dollars a year; but it likewise shows the courage and high ideals of its 
editorial and business staff. 

Just here and now it may be apropos to suggest that the very best way 
to justify the existence of this journal and make for its greater usefulness 
is a hearty co-operation on the part of all of the ethical medical men of this 
southwestern country, whether they be within the ranks of organized medi- 
cine or not and there is no surer way of defeating the object and purposes 


of SOUTHWESTERN MEDCINE than to pull apart. 


SOUTHWESTERN MEDICINE is a necessity and has come to stay; 
it needs the support of each member of the profession and of a united pro- 
fession. We can fight our personal battles among ourselves in our society 
meetings and in our committee meetings, but when it comes to “good of 
the order’? the time for personalities and such like is past. 


This is our first and last editorial utterance on the subject. We shall 
not refer to it again but we do not want this silence to be interpreted as 
being for any other reason than that we feel that the space can be given to 
more important matters. ts R. E. McB. 
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The New Mexico Society For The Study and Prevention of Tuber- 
culosis has been discontinued, having merged its identity with a new or- 
ganization recently formed and known as The New Mexico Public Health 
Association. 

The new organization has a wider scope and a broader field in which 
to labor. Nathan Jaffa of Roswell is president and Doctor A, G. Shortle 
of Albuquerque is secretary. A board of directors composed of some thirty 
representative people, both medical and lay, has charge of the workings of 
the society with an executive committee of five to direct. 


An immense amount of good work can be accomplished by this or- 
ganization as New Mexico offers a fertile field for such labors. Public 
health legislation is needed but the people must be educated up to it. At 
the last session of the New Mexico State Legislature an effort was made to 
provide a full time state health officer, trained in public health work, but 
the effort was unavailing for the reason that “there is no sentiment in 
New Mexico for public health” as we are informed on good authority by 
some members of the Legislature, yet this same Legislature passed a bill 
licensing Christian Science. 


Verily, the ways of some men are “past understanding.” 


SOUTHWESTERN MEDICINE wishes the new society every suc- 
cess and will be pleased to help in any possible way. 

The American Medical Association will hold its annual meeting in 
New York City June 4th-8th inclusive. The attendance should be large and 
the meeting a successful one. 


We trust that the spirit of the hour will melt some of the frigidity we 
have noticed at some of the A. M. A. meetings and that a spirit of get-to- 
gether will be manifest. In this connection we believe that. the 
House of Delegates could do nothing to advance the interests of 
the Association in greater degree than to break away from custom 
and take some big-hearted, broad-minded general practitioner and make 
him president. Get away from the universities and colleges and hospitals 
and get out into the wide-open country and find a president for once. We 
have no fault with any of the selections, but now and then—once in a gen- 
eration at least—a president should come from the real firing line of gen- 
eral practice. There are many such in this country. To hunt is to find. 


The Journal of the American Medical Association in its issue of May 
5th heads its editorial columns with an appeal to the patriotism of its mem- 
bers. We reproduce it here and echo its sentiments. 


THE TIME HAS ARRIVED FOR ACTION. PHYSICIANS, ESPECIALLY THE 
YOUNGER MEN, WHO HAVE BEEN DELIBERATING AS TO .WHETHER OR NOT 
THEY SHOULD OFFER THEIR SERVICES TO THE GOVERNMENT SHOULD DE- 
CIDE NOW. STOP DELIBERATING AND ACT. NOT THAT THERE IS AN IMME- 
DIATE NEED FOR YOUR SERVICES, BUT THERE IS IMMEDIATE NEED THAT 
THE GOVERNMENT SHOULD KNOW ON WHOM IT CAN DEPEND _ FAR As) 
ITs MEDICAL OFFICERS ARE CONCERNED. 
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ATTENDANCE 


All who attended the Arizona State meeting at Douglas, must real- 
ize the good that is being done by that Association. The attendance 
was not what it should have been, but as is usually the case, most of 
the progressive physicians were there. The program covered a number 
of important and up-to-date subjects. Many absent members within 
shouting distance of the meeting place, would no doubt, have derived 
some benefit by attending the meetings. Of course, we all realize the 
difficulties of attending meetings in our home locality, but if some 
thought were given to this matter, a greatly improved attendance, and 
consequently added enthusiasm would result. 

The state lines should be ignored i in the matter of attendance. Noth- 
ing would promote the welfare of southwestern medicine so much as 
more exchanges of courtesy from one state to the other. 

The Medical and Surgical Association of the Southwest was 
brought into existence with the idea of establishing a more intimate re- 
lation in the profession of New Mexico, Arizona and West Texas. Un- 
less the majority of members make sacrifices to attend the meetings 
of this organization, it will not fulfill its object. A good program alone 
does not make a successful meeting. 

BEGIN MAKING YOUR PLANS RIGHT NOW TO ATTEND THE 


_ NEW MEXICO MEETING AT LAS CRUCES IN OCTOBER! © 


= 
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BOOK REVIEW. 


A MANUAL OF THERAPEUTIC EXERCISE AND MASSAGE DESIGNED FOR THE 
USE OF PHYSICIANS, STUDENTS AND MASSEURS, BY C. HERMANN 
BUCHOLZ, M. D. ILLUSTRATED WITH 89 ENGRAVINGS. AREA AND GEBIG- 
ER, PHILADELPHIA AND NEW YORK, 1917. 


This book, if read carefully and its contents applied, could be of a great deal of 
assistance to both internist and surgeon. It deals with exercise, active and passive, in 
the treatment of diseases, deformities and injuries, and also with regard to prophylaxis. 
The historical chapter is interesting. Active and passive exercises are taken up, giving 
indications and technique, with good illustrations of various points. The chapter on - 
the influence of exercise on the general health and the special systems_ 
of the body is good. Massage is carefully described, giving methods, and 
how to massage each part of the body. Its indications and effects are entered 
into exhaustively; the general practitioner and surgeon can obtain in this book in- 
valuable data on the treatment of stiff joints, contractures, fractures, dislocations, 
sprains, delayed union, arthritis, faulty posture, kyphosis, lateral curvature, paralyses 
and muscular spasmodic conditions. It supplies information that is lacking in text- 
books on both practice and surgery. A reading will be well repaid. : 

ELLIOTT C. PRENTISS. 


Cyanocuprol.—Studies of the effects of “cyanocuprol” on tuberculous processes, 
carried out by Japanese investigators, have been published. ‘‘Cyanocuprol”’ is stated 
to be a copper cyanid preparation, the exact composition of which is being kept secret. 
Even if its identity should become known, the use of “‘cyanocuprol”’ is decidedly in the 
experimental stage (Jour. A. M. A., April 7, 1917, p. 1057). 


Ambrine.—Ambrine is a French, secret preparation that has been on the market 
for many years. It has recently come into prominence through sensational articles 
in the lay press. For all practical purposes it is solid paraffin to which some material 
has been added to make it adhesive and more plastic. For use it is heated until liquid 
and then applied to open wounds and burns, forming a relatively impervious dressing 
(Jour. A. M. A., April 7, 1917, p. 1057). 


Paraffin Films.—The popular propaganda for ‘“‘Ambrine’”’ having brought the 
paraffin film treatment of burns into prominence, Torald Sollmann has instituted 
experiments to devise a suitable, open formula preparation which is simple and yet 
meets all requirements. He suggests that surgeons who desire to experiment with the 
paraffin treatment of burns use simple preparations of known composition. Ordinary 
paraffin melting at about 50 C. (122 F.) appears to possess practically the mechan- 
ical properties of ‘‘Ambrine.’”’ A mixture containing some asphaltum (asphalt varn- 
ish, Trinidad or Bermudez, “asphalt cement’’ and Texas asphalt were tried) gives a 
preparation of superior pliability. Other formulas are given and their trial suggested 
(Jour, A. M. A., April 7, 1917, p. 1037). 


Corpora Lutea (Soluble Extract).—The Council on Pharmacy and Chemistry 
reports that ‘“‘Corpora Lutea (Soluble Extract)’’ marketed by Parke, Davis and Co. 
in the form of ampules for hypodermic administration is ineligible for admission to 
New and Nonofficial Remedies, because it is a secret preparation advertised under 
extravagant claims. No statement of composition is made beyond the idefinite claim 
that it is an aqueous solution of “soluble Corpora Lutea Extract,’’ each ampule cor- 
responding to O. 2 Gm. desiccated gland. How these soluble products are obtained, 
whether they represent all the water-soluble principles, or whether some have been 
eliminated is not stated. The claims made for the action and uses of the preparation 
do not make clear the essentially experimental status of the article and are therefore 
misleading. Further, the use of this extract is advised not only in functional amen- 
orrhea and the ordinary reflex consequences of physiologic or artificial menopause, 
but also in conditions where the expectation of benefit cannot possibly be fulfilled 
(Jour. A. M. A., April 7, 1917, p. 1056). 
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Sterling Violet Ray Generator.—This is a small frequency apparatus with some 
vacuum and possibly other electrodes. The apparatus is not one for producing violet 
or ultraviolet rays in the scientific meaning of those words. The apparatus will not 
do the things claimed for it in the advertising booklet, which includes the treatment 
of ee every ailment known to mankind (Jour. A. M. A., April 14, 1917. p. 
1141). 


Pharmacology of Stovaine.—M. I. Smith and R. A. Hatcher find that in toxic 
doses stovaine produces death in animals by inducing immediate and simultaneous 
paralysis of the heart and the respiration, the action on each being independent of the 
other. They find that stovaine disappears rapidly from the blood stream after its 
intravenous injection. Stovaine is slightly more toxic than novocaine but similar 
modes of administration and complete recovery do not follow the administration 
of toxic doses of stovaine so promptly as it does with corresponding doses of novo- 
caine (Jour. Pharm. and Exp. Thera., Jan., 1917, p. 231). 


: Hexamethylenamin in Pyelitis—I. A. Abt advises caution in the administration 

of hexamethylenamin in the pyelitis of infants. It should be under continuous ob- 
servation and its use should be continued for an extended period. The urine should 
be frequently examined for blood. Abt has more than once seen cases of fatal neph- 
ritis which he believes due to the overuse of hexamethylenamin. He advises that, if 
given to infants under one year of age, it should be given in one grain doses followed 
by Ach er aa may be repeated four or five times daily (Jour. A. M. A., April 
14,1 Pp 


Abolition of the Salvarsan Patent.—The Chicago Medical Society and the St. 
Louis Medical Society urge the abolition of the Salvarsan patent. The patent should 
be abrogated, not only because the patentees have not supplied the demand, not alone 
because they have dictated to the medical profession who should have the drug and 
how much a physician might have, not alone because of the war with Germany, not 
alone because of the special needs of the government at this time for the control of 
veneral diseases, not alone because, as some claim, the patent at Washington does 
not correctly describe the product, but also because the people who are supplying 
this product are charging prices that are exorbitant. In order that a sufficient sup- 
ply, to control the ravages of one of the most serious diseases that afflict humanity, 
may be assured, it is the duty of Congress to abrogate the Salvarsan patent (Jour. 
A. M. A., April 21, 1917, p. 1187 and 1203). 


NEW AND NON-OFFICIAL REMEDIES. 


Ferric late; Iron Cacodylate.—aA ferric salt of cacodylic acid containing 
from 39.7 to 44.9 per cent arsenic (As). A grayish-brown powder, soluble in water. 
The use of ferric cacodylate has been proposed in cases where the effects of iron salts 
and the mild arsenic effect of cacodylates is desired. Dosage: From 0.015 to 0.1 Gm. 


Ampules Iron Cacodylate-Mulford, 0.03 Gm.—Each ampule contains ferric caco- 
rylate 0.03 Gm. in 1 Cc. solution. The H. K. Mulford Co., Philadelphia. 

Ampules Iron Cacadylate-Squibb, 0.03 Gm.—Each ampule contains ferric caco- 
dylate 0.03Gm. in 1 Cc. solution. E. R. Squibb and Sons, New York (Jour. A. M. A., 
April 7, 1917, p. 1043). 


Acetylsalicylic Acid-Squibb.—A non-proprietary brand of acetylsalicylic acid 
complying with the standards of New and Non-official Remedies. E. R. Squibb and 
Sons, New York City. 


L. & F.—A non-proprietary brand of acetylsalicylic acid complying with 
the standards of New and Non-official Remedies. Lehn & Fink, New York City (Jour. 
A. M. A., April 28, 1917, p. 1261). 


TWENTY-SIXTH ANNUAL MEETING OF THE ARIZONA MEDICAL ASSOCIATION. 


7 This meeting, held in Douglas, April 18th and 19th, was a very enjoyable occasion, 
although the attendance was somewhat smaller than usual. The Cochise County 
Medical Society provided an abundance of entertainment, in their usual lavish style, 
including receptions, banquets, dances, golf, visits to smelters, trips through the base 


hospitals, etc. 
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The Sixth annual meeting of the Arizona State, County and City Health Officers 
was held the evening of April 16th. 

The Eighth annual meeting of the Arizona Society for the Study and Prevention 
of Tuberculosis was held during the day of the 17th. This meeting was well attended, 
presented an excellent scientific program and planned an intensive campaign of or- 
ganization throughout the state for the ensuing year. The officers elected included, 

C. A. Thomas, Tucson, President. 

Rev. B. R. Cocks, Phoenix, First Vice President. 

A. H. Williams, Phoenix, Secretary and Treasurer. 

Among the papers of unusual interest presented were those by Dr. John W. Cath- 
cart, of El Paso on the “Roentgen Therapy of Superficial Tubercular Lesions,” and 
by Dr. A. G. Shortle, of Albuquerque, on “Results in Two Hundred Cases of Artificial 
Pneumothorax.” 

The Delegates present at the Arizona Medical Association meetings and trans- 
aéting the business of the meeting, were: - 

Cochise: E. W. Adamson, F. T. Wright. 

Coconino: None. 

Gila: W. A. Holt, J. E. Bacon, R. D. Kennedy (Treasurer). 

Greenlee: T. B. Smith, E. R. McPheeters (Councillor). 

Maricopa: W. O. Sweek, W. W. Watkins, R. B. Thomas, F. H. Redewill. 

Mohave: None. 

Pima: C, A, Thomas, W. V. Whitmore. 

Santa Cruz: None. 

Yavapai: A. C. Carlson, C. S. Vivian. 

Yuma: C. EB, Rooney. 

Navajo: None. 

Dr. John W. Flinn, of Prescott, was elected councilor for the Northern District. 

Officers for the ensuing year, will be: 

President: W. A. Holt, Globe, Ariz. 

First Vice-President: W. Warner Watkins, Phoenix. 


Assistant Secretary: D. F. Harbridge, Proenix. 

Treasurer: R. D. Kennedy, Globe. 

The Council appointed Drs. J. W. Flinn and D. F. Harbridge as members of the 
Board of Managers of Southwestern Medicine, and Dr. W. W. Watkins as Assistant 
Bditor for Arizona. 


SCIENTIFIC SESSION. 


This was opened 9 a. m., April 18th, the invocation being made by Rev. W. C. 
Brewer, and address of welcome given by James P. Doyle, Esq. 

The President’s address on “Industrial Insurance,” delivered by Dr. Robt. Fer- 
guson, summarized this subject very completely. It is published in this issue of the 
Journal. 

\. Dr. W. A. Holt gave a paper on “‘The Medico-Surgical and Legal Aspect of a Few 
Injury Cases as Seen Through the Eyes of the Corporation Physician.” This was dis- 
cussed by Drs. McPheeters, Shortle, Vivian and Kennedy, all of whom warmly sup- 
ported the contention of the author that the corporation physician in Arizona has a 
hard row to hoe. 

Dr. John T. Bacon presented a paper on “Industrial Hernia,” ‘which was discuse-. 
ed by Drs. Vivian, Smith (of Clifton), Stroud, Vance (of El Paso), Sweek, Goodrich 
and Bridge, all of whom agreed with the author that traumatic hernia is very rare 
and thet pre-examination of applicants for work for enlarged rings is very desirable. 

Dr. George E. Goodrich of Phoenix presented a paper on “Subacromial Bursitis’’ 
which covered this subject very thoroughly; it was discussed by Drs. Looney, Rede- 
will, McPheeters, Brown (of El Paso) and Goodrich, the discussion centering around 
the proper methods of treatment of this difficult condition. : 

Dr. Chas. S. Vivian, presented a paper on “‘Carcinoma of the Breast in the Male,” 
presenting history and photomicrographs of a case treated by the author. The paper 
was discussed by Drs. Kennedy, Clyne, Vanneman and Vivian. 

Dr. Vance then presented the status of Southwestern Medicine, showing the part 
that Arizona must take in order to make this magazine a success. 
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Dr. T. B. Smith presented his paper on “Abdominal Cesarian Section with Local 
Anesthesia,” with citation of cases. It was discussed by. Drs. Holt, Bacon, McPheet- 
ers, Sweek, Thomas (R. E.) Goodrich, Redewill and Smith (closing). The discussion 
ranged from the proper indications for this operation, to the proper technic for per- 
forming it. 

The afternoon of the first day was given over to the papers presented by the mem- 
bers of the Medical Corps of the United States Army, which formed ah unusual and 
intensely interesting feature of the program. 

Capt. Wm. A. Allen presented a paper on “The Ambulance Company;’’ Major 
Craig R. Snyder read a paper on “The Administration of a Base Hospital,” and Capt. 
Edwin P. Tignor on “Dentistry’s Share in Preparedness.”” These papers were dis- 
cussed by other members of the Medical Corps. 

Dr. F. T, Wright presented a paper on “An Anomalous Arrangement of the Distal 
Portion of the Ileum,”’ which was discussed by several members. 


; The first day of the session was closed by a reception given by the wives of the 
Cochise County doctors, at the Country Club. 

The Annual Banquet of the association was held Wednesday night, at the Coun- 
try Club, presided over by Dr. F. T. Wright of Douglas. 

The second day’s session was opened by the address on medicine, delivered by 
Dr. Dudley. Fulton of Los Angeles, his subject being ‘‘Renal Insufficiency.” 

Dr. W. W. Watkins presented a paper on “Roentgenography of Lung Syphilis 
and other non-Tuberculous Chest Conditions,” illustrated by plates showing the con- 
ditions described. 

Dr. W. O. Sweek presented a paper on “The Auto Sensitized Serabacterin,’’ which 
the author was the originator of during his association with Dr. Murphy in 1914. 
The discussion on this paper was cut short by the adjournment to visit the moving 
films depicting War Surgery in Europe, contributed by the Cochise County Society. 

In the afternoon, the following papers were presented: 

Dr. A. W. Vannemann; on ‘‘Observations on Ductless Gland Therapy.”’ 

Dr. J. I. Butler, ‘‘Hodgkins Disease and Some Features = Hemic Cellular Path- 

Dr. Bim Smith, “A Little Mexican Medicine.”’ 

Dr. G. H. Fitzgerald, “Comebacks.” 

These papers closed the scientific program of a very interesting meeting. 

The next annual meeting will be held at the Grand Canon, as a token of apprecia- 
tion of the association for their faithful societies in the northern -part of the State, 
Mohave, Coconino, Navajo and Apache. 


NECROLOGY. 


‘ The Arizona Medical Association has suffered the loss of two members during 
the past year: 

The Mohave County Medical Society reports the death of their pioneer member, 
Dr. Alexander M. Cowie, at Kingman, March 18th, from bowel perforation. Dr. Cowie 
had lived and practiced in Kingman for 22 years; he was born in Canada in 1864; 
graduated from McGill University in 1887, and for eight years was ship surgeon in the 
Merchant Marine, coming to Kingman in 1895. 

At the. time of his death, and for many years previous, Dr. Cowie was Secretary 
of the county society and county physician. 

Maricopa County Society reports the death of Dr. John W. Foss, during the sum- 
mer of 1916. Dr: Foss graduated from Vermont Medical College in 1890, and from 
Harvard Medical School in 1899, coming to Phoenix the same year. He was secretary 
of the association for seven years and was elected to the presidency at the Tucson 
meeting in 1910. He was active in all civic improvements and was president of the 
Chamber of Commerce in Phoenix for a number of years. He contributed, to a large 
degree, to the upbuilding of this association by his untiring labors in its behalf and 
was held in the greatest esteem by its members. The cause of death was nephritis. 

In the deaths of these two members, the association has lost two of its sterling 
characters, whose lives were an inspiration and an example to our younger men, and 
who will be missed by us all with profound regret. 


ARIZONA MEDICAL ASSOCIATION. 
JOHN E. BACON 
Cc. E. ROONEY, 
Committee on Neerology 
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REST AND EXERCISE IN THE TREATMENT OF TUBERCULOSIS 


BY 
W. T. MURPHEY, M. D., Medical Director, Murphey’s Sanatorium, 
Albuquerque, N. M. 


(Read before the joint meeting of the 35th annual session of the New Mexico Medical Society, and 
the Medical Society of the Southwestern Conference on Tuberculosis.) 


It is the purpose of this paper briefly to show that both rest and exer- 
cise have a place in the therapy of tuberculosis, and to point out the func- 
tion of, and the indication for each procedure. Exercise, as commonly un- 


derstood, is the use of the muscles. All life, of course, demands a certain 
amount of exercise and could not go on without it. When we speak of 
exercise, therefore, we mean a use of the muscles over and above that mini- 
mum which is inseparable from life itself. 


THE PHYSIOLOGY OF REST 


During rest the combustion of fuel, and the production of fatigue 
substances are minimized, and the lessened demands on the body give the 
tissues a chance to recuperate. Thus, food is stored for future use, the 
heart is relieved of its burden, elimination is no longer taxed, the temper- 
ature falls, weight is gained, there is an improvement in the digestive and 
other functions, and there follows a return to the feeling of health and 
strength. The body, now rested, is ready for new demands. 

I have dwelt somewhat on these simple physiological facts because 
I believe that it is only through a thorough understanding of them that 
we can arrive at an appreciation of the function of rest and exercise in 
disease. 

We haye seen then, that in health the body can compensate for a con- 
siderable degree of fatigue provided that an adequate period of rest fol- 
low the accumulation of waste products. 


THE PHYSIOLOGY OF EXERCISE 


The effects of exercise in the normal individual are so well known as 
to need but a passing mention. I need simply refer to the fact that as the 
result of increased muscular contractions all functional activities are stim- 
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ulated, the heart develops greater strength, the flow of blood and lymph 
is accelerated, the lungs become more active, (the oxygen intake is in- 
creased and more carbonic acid gas is given off) ; the various other organs 
and glands share in this increased activity, so that appetite and digestion 
are improved, elimination is increased and nutrition is placed on a high 
level. 

.Now it must not be forgotten that this increased functional activity 
demands an increased expenditure of the chemical resources of the body; 
the food which has been stored up for use is burned up at a faster rate to 
supply the necessary energy. At the same time the formation of waste pro- 
ducts, the result of the greater combustion, is also increased. Thése waste 
substances—chiefly lactic acid and carbonic acid gas—have a definite phy- 
siological function and in small quantities act as a stimulant to the various 
organs and tissues. When exercise is prolonged or excessive, however, 
the accumulation of these substances exerts a depressing influence and 
is distinctly harmful to the body. 

The symptoms which are the result of the excessive accumulations of 
these “fatigue substances,” as they are called, are general fatigue, a fe- 
brile reaction, cardiac and respiratory embarrassment, functional depress- 
ions of the various bodily activities, impairment of appetite and digestion, 
loss of weight, etc. It is thus evident that exercise, when indulged in with- 
in certain limits, exerts a beneficial effect, but if pushed too far carries 
with it a train of symptoms which are indicative of exhaustion. 

+ is a fact familiar to all that in the healthy individual a considerable 
degree of fatigue may be promptly recovered from without injury and 
that the ill effects of the accumulation of fatigue substances are gotten 
rid of by the means of rest. 


THE THERAPEUTIC PRINCIPLES OF REST 


Turning now to a discussion of the recovery from fatigue in disease, 
we find that an entirely different problem is presented. Thus, in tuber- 
culosis the body has a double duty to perform; not only must it make good 
the natural loss as in the normal iudividual, but it must combat the poisons 
of the disease as well; and the inability to shoulder this double burden 
gives rise to symptoms which are like those of fatigue, viz., elevated tem- 
perature, increased pulse rate, mental and bodily tire, digestive derange- 
ments, etc. 

This brings us at once to the application of the principles of rest and 
exercise in the treatment of tuberculosis. Aside from the direct injury 
that exercise may cause to the lungs, it is plain, I think, that so long as 
there are symptoms which point to already overworked organs, instead 
of adding to the efforts which the body must make (as was the case when 
violent exercise was advocated), we should, on the contrary, attempt to 
lighten by every possible means the load which the body shall carry. It 
cannot, therefore, be too strongly put that during active stages of tubercu- 
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losis exercise is to be regarded as an additional and unnecessary burden, 
and that during this period our best means of successfully fighting the 
disease is by reducing the expenditure of energy to a minimum. This is 
accomplished through the institution of rest. 

Rest in the treatment of tuberculosis is absolute or relative. The 
amount of rest depends upon the physical condition of the patient and 
should be carefully and intelligently prescribed by the physician in the 
same manner as any drug. Where the physical findings and symptoms 
show active trouble and the condition progresses, absolute rest is indicated. 
On the other hand when the active stage of the disease is checked, relative 
rest and exercise must be intelligently directed and faithfully carried out. 
Happily the old era has passed when individuals with active tuberculosis 
were advised to take all the exercise possible. More relapses, more failures 
to recover, are due to over-exertion than any other cause. Rest in bed is 
essential in all early cases of tuberculosis for some time, as well as for 
any patient who is not doing well. 

A fundamental principle in the repair of tuberculous tissue is rest. 
A tuberculous joint is rested by putting it up in a splint; in tuberculous 
- pleurisy, limit the excursions of the chest by means of adhesive strips; 
in pulmonary tuberculosis, if the process is active, general rest is pre- 
scribed. 

To those who have not made a special study of the disease, the good 
results obtained by rest would seem almost chimerical, and yet they are 
demonstrable verities. Even without the administration of drugs the 
fever disappears, the night sweats diminish, cough grows less, and the 
patient takes on flesh. I think this doctrine of rest is not now disputed by 
those having considerable experience in the treatment of this disease. 

Rest is one of the most powerful and essential means of cure. It is 
as necessary as air and food, because it enables the invalid to take both in 
a sufficient quantity to improve the nutrition by taking up fresh material 
and removing the waste and thus to fight a battle with a fair chance of 
snecess. Without rest you cannot get results in the treatment of phthisis. 

The widespread ignorance in this country of the harmfulness of ex- 
ercise in the febrile stage of consumption is as shocking as it is surprising. 
Patients are often sent to me by eastern doctors for a change in climate 
and are told by their family physicians that when they arrive they should 
get out and “rough it.” 

In the first people’s Sanatorium in America, established at Saranac 
Lake in 1884, by Dr. Trudeau, violent exercise was recognized as injurious 
and rest out of doors was enforced in all cases which showed any rise of 
temperature. 

Dr. Trudeau, in a letter to me said: “I was one of the first, if I re- 
member, to advocate the rest cure, and for many years had to stand my 
share of abuse about it. I remember distinctly getting up in medical meet- 
ings and being sat upon on all sides by the gentlemen who said ‘rest was 
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very well, but how was a consumptive to keep up his appetite unless he 
exercised?’ Then my own men here did not believe in it at first, and it took 
some time for them to accept the fact that the very best way to treat a 
tuberculous process which shows any degree of activity is by rest. At any 
rate, I want you to know that I have always been thoroughly in favor of 
rest, and that even now I find myself standing out against the new doc- 
trine of curing people by exercise. I cannot help but feel that although, of 
course there are cases that are much benefited, especially by graded ex- 
ercise, the fact still remains that when a tuberculous process shows any 
degree of activity rest is the safest plan to follow. I know that I have 
hurt nobody by rest, but I am quite sure I often have by allowing them to 
exercise. Perhaps this was due to want of caution on my part, but I should 
say, as I always have, when in doubt it is safer to rest your patient, and I 
know in this you will agree with me.” 

The good effects of rest are often shown in a few weeks’ time, pulse 
and temperature falling, cough and expectoration becoming less, strength 
and spirits improving. In other cases it may take several months before 
the good effects become manifest. 

It is as ridiculous to exercise an active lesion in the lung as it is to 
exerrise a broken arm with the expectation of it uniting. The constant 
automatic activity of the lungs during inspiration and expiration makes it 


impossikle to place this vital organ to absolute rest. This is why a tuber- 
cular lesion of the lung is so hard to heal. With this in mind we can see 
the importance of physical rest, as exercise puts the lung to extra move- 
ment. This is the reason why we were expecting so much from artificial 
pneumothorax, or lung compression, but this treatment so far has been 
everything but encouraging as it is only indicated in such a few selected 
cases. 


WHEN TO EXERCISE 


The duration of rest in bed will therefore depend upon the behavior 
of the individual patient; as symptoms subside and strength improves he 
is allowed a little more latitude, sitting up for a short time daily, the periods 
being gradually increased until the invalid or reclining chair is substituted 
for the bed. The best form of exercise is walking. At first it should be 
dosed out very grudgingly, prescribed in five minute doses, once, then 
twice daily, beginning with a walk in the morning and increasing by a 
few minutes until a walk of an hour or more is taken both morning and 
afternoon. This will be found the most suitable exercise. It should not 
be taken directly after meals, and it should not be pushed to the point of 
fatigue—to avoid this it must be very gradually increased. 

It will be seen, then, that it is not a question as to whether rest or 
exercise is indicated in the treatment of tuberculosis, but rather the amount 
of each to be prescribed and the period in the disease at which these meas- 
ures should be employed. 
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To make a return to work feasible, then, the endurance of the patient 
must first be built up. Here is the function of exercise: to accustom one 
to gradually increased efforts without ill effects. It is only when the pa- 
tient is able to stand several hours of walking or other form of exercise 
without harm that we are justified in feeling that his is an arrested case. 

The rest cure not followed by graduated exercise is worse than noth- 
ing. Every patient should be kept under the care of a physician until the 
sum total of his exercise will exceed the sum total of his exertion after- 
wards. This is one of the most important points among the ordinary 
regime. Part rest cure without subsequent exercise in a patient reaching 
a satisfactory result is worse than no rest cure at all. Let us be sure and 
work them back until the sum total of exercise exceeds the sum total of 
the exercise they expect to undergo in their return to their home or ac- 
tivities. 

In closing I wish to state that I have never known rest, no matter how 
prolonged, to do any harm, while exercise brings more tuberculous patients 
to grief than all other things combined. 


DISOUSSION 


Dr. O. T. HYDE, Albuquerque: I want to congratulate Dr. Murphey on his paper 
in which he has gone very exhaustively into the subject of rest and exercise. I want 
‘to congratulate him on his choice of subject, because I think that rest and exercise 
are absolutely the only therapeutic measures upon which workers with tuberculosis 
are absolutely agreed. 

The only trouble about rest and exercise is the problem of the amount of each. 
As Dr. Murphey has suggested, a few years ago the pendulum swung to the side of 
exercise. Now it is a question in my mind, at least, if the pendulum has not swung 
a little too far to the side of the rest in the minds of some doctors and also some 
patients. There is a great doubt in my mind whether some patients are not kept flat 
upon their backs, though absolutely afebrile, who would not do much better under 
exercise. 

One trouble that we in sanatoria have is the fact that we do not deal with things 
as we want to deal with them, but as we have to deal with them. The time that the 
average patient ought to give, compared with the time that the average patient can 
give, very often does not coincide. For economic reasons, the patient leaves, and 
we will find years after that the patient is still living in some boarding-house follow- 
ing the idea of rest. As Dr. Magill says, ‘‘the stall-fed hypochondriac is of no value 
to the world whatsoever.” They have become so imbued with the idea of rest from 
the doctors in the sanatorium, that they think it is the whole thing and keep it up 
long after they need exercise. As Dr. Biggs says, ““What good do we do when we 
convert a sick working man into a healthy loafer?” Iam afraid that occurs too often. 

But getting down to the theoretical side, I think the great point is, what is ac- 
tivity? And the moment we start that question in this meeting, we have started 
something. Personally, I do not think it is correct to place the preponderance of evi- 
dence on the physical signs; I think it should be on the subjective side as well as the 
history. I personally feel that a fresh case of tuberculosis with no fibroid barriers 
established ought to be kept most carefully at rest, no matter whether he is febrile 
or afebrile; and that some of the old, chronic cases, who have tremendous fibrosis 
and still run a little temperature, will do much better up than they will do down. 
In fact, in this town there are many men, known to all of us, who occasionally have 
a high temperature, 102 or 103, yet are working and have been working as much as 
the average man works for a period of years. These men have some economic utility 
and I think that if instead of using the word “cure” in our consideration of cases, 
we would accentuate the idea of economic utility we would do better. I personally 
feel that a great number of our cases are of some standing in economic utility. Ifa 
a man is only 20 per cent efficient but you get him where he can use that 20 per cent, 
you have done something for him and for society too. 
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As to the subjective symptoms, I think too much accent is placed on the tempera- 
ture. I believe that. the pulse and the condition of the heart especially, using as a 
guide findings before eating and before exercise and after exercise and after eating, 
are of tremendous value. . 

I enjoyed the paper very much. 


DR. DAVID C. TWICHELL, Albuquerque: I thank Dr. Murphey for his paper. 

Personally, I consider that Dr. Hyde has brought up one of the most interesting 
points in the tuberculosis problem. A great many of you here are sanatorium men. 
I am not a sanatorium man—that is, I am not identified directly with a sanatorium, 
though I have been in the past, but, as I say, I think Dr. Hyde has brought up a most ex- 
tremely interesting point in the problem in the question of after the sanatorium in 
the clinical handling of a case of tuberculosis. A mental picture of a case which it 
seems to me is well to keep in mind, and which I try to keep in mind, is dividing it 
into three parts. First, is diagnosis; second, is sanatorium treatment; and the third 
is the period of return to normal life. This third period is proving itself the most 
interesting to me personally. 

The question of diagnosis is largely settled for us in the cities. We have not 
very much to do with the question of diagnosis. As to the second, sanatorium treat- 
ment, I believe that rest cannot be overdone. Of course, I was brought up in the ex- 
treme school, at Saranac Lake under Dr. Brown, who certainly was the first in this 
country to emphasize the extreme value of rest, and, as I said, I do not believe that 
rest can be overdone in the sanatorium. In fact, I think the chance should be taken 
in the sanatorium of overdoing rest. In the same way, I feel that in this third period 
of return to normal life, the chance should be taken of over exercise. It is a very diffi- 
cult field, I think, this third period, of return to normal life, but it seems to me vastly 
important, as Dr. Hyde said, because of the economic value of the individual. 


DR. J. W. LAWS, Lincoln: I have not much to add to what Dr. Murphey has 
given us in his paper, except to say that I do feel that a great deal of judgment is re- 
quired in the handling of tuberculous patients as to how much and how long they shall 
be required to rest and then as to how much exercise, when they do begin, they are 
able to stand. When it comes to deciding a question of that kind, we have to individ- 
ualize each patient and rather feel our way along according to the results that we 
get. I read Patterson’s excellent work on “Rest and Exercise,” and it sounded mighty 
good, the way it was formulated as to how it could be carried out; but when you 
come to carrying out your ideas of rest and exercise you find that you have to vary 
a great deal from Patterson’s scheme as outlined by him. 

It takes a great deal of careful judgment and a very optimistic view of the future 
oftimes to determine what is best for a patient that you have resting and who still 
continues to run temperature and continues to have toxemia. I remember one case, 
if I may report it, of a doctor’s father. This physician had had experience in tuber- 
culosis work himself for two or three years, possibly four years, in this southwestern 
country. Later on, when he went east, his father developed tuberculosis and was 
sent west. This gentleman ran a temperature steadily for over one year. It was very 
discouraging. His son wrote me asking whether or not I thought that the altitude, 
which was about 5,000 feet, was too much for a man of his age, and whether or not 
he wouid not be better at a lower altitude. I replied that I felt I wanted him to do 
what was best for the patient, but I believed that it was the amount of involvement, 
the character of infection that we had to deal with, rather than the altitude. After 
this gentleman had remained in bed for over a year, something like fourteen months, 
his temperature began to drop. He began to want to sit up, after his temperature 
returned to normal. He was allowed to be up for a little while, and we found that 
his temperature was popping up a little too much, there was a tendency to cough a 
little more than we thought that he should; his appetite was not quite as good. He 
had to be put back to bed for a period of time again, and the next time the interval 
of being up was longer. We increased the dose of exercise gradually. This old 
gentleman, seeing that he was gaining, that his appetite was improving and his 
weight was increasing, became very much interested in the game; and in about one 
year and a half he had gone beyond his former normal weight and was able to walk 
considerable distances, returned to the city, Washington, D. C., and is living there 
today. I cite this case simply to show how difficult it is at times to judge when you 
are doing what is best for your patient and to have the optimism to continue the 
fight with rest and exercise and with hygienic measures (applause). 
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DR. J. A. REIDY, Albuquerque: I would like to ask Dr. Twichell if when he 
spoke of the exercise not being overdone he would mean that as being applicable to 
cases who stay in a sanatorium until they are considered cured; or whether that 
would apply to cases who left the sanatoria because they thought they could not stay 
longer, for various reasons. 

DR. DAVID C. TWICHELL, Albuquerque: That is a rather difficult question 
to answer. You have to individualize. I do not know that I could answer in a gen- 
eral way a general question like that. It is rather difficult to meet. It is very largely 
a question of individualization. 

DR. J. B. McKNIGHT, Carlsbad, N. M.: I do not wish to take up any more time 
in the discussion of this subject. I only wish to thank Dr. Murphey for this paper, 
which I consider the best paper on the most important subject that will be offered 
at this meeting. We are all agreed that rest, with proper climatic conditions, proper 
feeding and exercise, are the large factors in the treatment and beneficial results of 
treatment in tuberculosis. The question is a great one, especially just how much ex- 
ercise and how much rest. As I have said, I wish to thank Dr. Murphey for his ex- 
cellent paper on the most important subject connected with this medical meeting. 

DR. O. T. HYDE, Albuquerque: Dr. Flynn is here, and he has done more work 
than almost any man in the Southwest in this line. 

DR. JOHN W. FLYNN, Prescott, Arizona: If you ladies and gentlemen were 
not as familiar as you are with my optimistic friend to my right, I would feel like 
apologizing for the introduction he has given me. 

I quite agree with the paper, and it is most pleasing to notice the advance that 
there has been in what seems to me general medical opinion in this subject in the 
last few years. I have only one suggestion to offer, and that is this: It has been 
pointed out, and correctly so, that there are a number of cases in which it is very diffi- 
cult to determine the kind and the amount of exercise best suited to the case. I wish 
to suggest that possibly there is room for heliotherapy. I have come to look upon 
sun treatment as a form of exercise, and I am coming to believe that there is a real 
place of usefulness for it in what might be called borderline cases, so far as rest and 
exercise are concerned. These cases who have apparently done well under rest, who 
do not do well at all on even the most carefully graduated form of muscular exercise, 
sometimes, I believe, do well under carefully graduated heliotherapy, and I am com- 
ing to believe, as I say, that there is a field of usefulness for heliotherapy in this 
class of cases. ; 

DR. MURPHEY, closing: I have nothing more to add. I wish to thank the doc- 
tors for the interest they have shown in the paper. 


AN INTERPRETATION OF GHON’S WORK. 


BY 
E. S. BULLOCK, M. D., Silver City, New Mexico. 


(Read b€fore the 3rd Annual Meeting of the Medical and Surgical Association of 
the Southwest, El Paso, Texas, December 8th, 1916.) 


I have heard the statement rather frequently of late years that most 
of the work now. done in tuberculosis is negative in character. I cannot 
admit this, but believe that every step forward in accurate knowledge is 
one toward the final solution of the tuberculosis problem. Such is Ghon’s 
work, which I think settles conclusively one or two points about which 
there has been endless discussion heretofore. In this paper I can make 
no claim for originality, but come before you simply as an interpreter of 
this man’s wonderful research, which strikes me as so important as to 
merit wider dissemination. 
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Every tuberculosis worker appreciates that there are multitudinous 
problems connected with the disease for which there has been as yet no 
solution. I remember writing to Doctor Trudeau asking him why a tuber- 
culous subject could present large excavations and never have had any 
cough and expectoration, and he replied: “There are many things about 
tuberculosis which we do not understand.” Such are stumbling blocks 
to clear thinking, and, therefore, we should be more than grateful to Prof. 
Ghon for so adequately clarifying one part of this difficult subject. 

Way back in 1876, Parrot, of Paris, stated that for every tuberculous 
affection of a tracheo-bronchial gland there would be a similar one in the 
lung. He and his pupil Hervouet were always able to associate the two 
lesions in their numerous post mortem studies on children. He said fur- 
ther that the tracheo-bronchial glands were the mirrors of the lung. The 
elaborate studies of G. Kuss, reported in 1898, confirmed the so-called law 
of Parrot, as did those of E. Albrecht in 1907. The latter laid down the 
rule that in each case of tuberculosis of the bronchial lymphatic glands 
the corresponding tubercle in the lung should be sought for. H. Albrecht 
in 1909 from the study of 1060 children dying of tuberculosis confirmed 
the previous work as well as Parrot’s law, and stated that the site of the 
primary infection is always in the smallest lymphatic glands of the bronchi, 
and corresponding to the lung focus. On the same side will be found case- 
ous tracheo-bronchial glands, and show more advanced lesions than the 
other side. In view of the fact that he always found the oldest anatomical 
lesion in the lung, and never in the glands, he concludes that there can be 
no such thing as a retrograde infection from the glands to the lung. At 
the same time that he made this statement he added that the primary focus 
of tuberculosis in childhood is always aerogenous, and never hematogenous. 
Foedisch, in 1910, further confirmed these observations, as have several 
others, notably, A. Sigg, Naegeli, Winkler, Most and Ponfick. 

If all this work has been done, and practically the same conclusion 
reached by these various workers it is reasonable to inquire, “why do 
more?” Prof. Ghon replies simply by saying: “It is because by this means 
I am hoping for a wider recognition of the primary lung focus of the tu- 
berculosis of childhood.” In elucidating the primary focus, studies of the 
bodies of adults are not very helpful, as the original focus is likely to be 
totally obscured by later changes, and for this reason investigators have 
chosen to do this work upon the bodies of children, dying from all sorts of 
diseases, and in which should tuberculosis exist the primary focus can be 
demonstrated, as it is less likely to be obscured by advanced tuberculous 
changes. When so recent a work as that of Fishberg completely ignores 
the studies of Kuss, Parrot, Albrecht, and Ghon in the matter of the initial 
lesion, and states what is not so, viz, that “it is very difficult to positively 
decide which was the initial lesion,” there seems plenty of room for fur- 
ther profitable discussion of the question, especially as there are many 
worthy workers who insist that tuberculosis is first implanted in the glands, 
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and reaches the lungs by way of the lymphatics. Among such are notably 
Andvord, Ranke, Froebelius, Debesche, Ungermann, Beitzke, and I think 
our own Col. Bushnell is an advocate of this theory. The reason why 
these men failed to demonstrate the initial lung lesion when tuberculosis 
was found in the glands is to be found in failure to search carefully enough. 
Even Ghon did not at once acquire the skill needed in their demonstration, 
but “only after he had taken a good deal of time to become expert in the 
most accurate method of detecting the primary focus.” His work and 
deductions are based upon 184 cases of tuberculosis from St. Anne’s Chil- 
dren’s Hospital in Vienna, and these wonderfully careful post-mortems 
were all done by himself. The post-mortem demonstration of tuberculosis 
does not mean it to be a necessary cause of death; for death from many 
diverse causes is found among these cases. 

Ghon divided his cases into two principal groups, those with a primary 
lung focus, and those without. I have already emphasized the wonderful 
care and thoroughness with which his work was done; in fact I believe 
that all who have studied his book are convinced that greater care could 
not have been used. Experience soon taught him that the easiest way of 
finding the lung focus lay in demonstrating the tuberculous glands, and 
judging, usually correctly, that the focus would be in that portion of the 
lung which the glands drained. It should be understood that his work is 
based upon anatomical and macroscopical evidence alone. In the first 
group, that is, cases of tuberculosis showing a primary lung focus, there 
were 170 cases, or 92.4 per cent of the total number. There were 14 cases 
in the group in which a primary lung focus could not be demonstrated, or 
7.6 per cent of the whole number. Considering first the cases with a pri- 
mary lung focus, he found it necessary to divide these cases into several 
groups, depending upon the tuberculous lesions in other organs and the 
seemingly distinct dependence of such lesions upon the primary lung focus, 
from the point of view of their age, which he states can easily be done. 


In a paper like this, it is impossible to give more than one example of 
each group, but to fix the matter in mind, and fairly intrepret another 
man’s work it is necessary to give one protocol for each group. 


1. Cases of lung focus without other tuberculous changes. 


P. M. 556: Female, aged 5% years. An old abscess, the size of a small 
apple, in the left temporal lobe, with surrounding pachymeningitis interna 
of the left central cranial fossa. Suppurative otitis media on both sides. 
Acute enteritis of the small intestine. Scars on the skin in the region of 
the first phalanx of the right middle finger, and an oblique radiating scar 
on the skin of the right elbow. Two caseous tubercles, the size of peas, 
about the middle of the medial surface of the left upper lobe, and a similar 
one in the middle of the anterior surface of the right upper lobe, all three 
foci being situated subpleurally. Partial adhesive pleuritis of the base of 
both lower lobes. The lymphatic glands adjoining the lungs, as well as 
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all the others of the body, and all other organs, were macroscopically free 
from tuberculosis. 


This case should be carefully kept in mind; for of the whole series, 
it is the only one of its kind in which the lung focus was not accompanied 
by glandular changes, or tuberculosis in other organs. 


2. Cases with lung focus and tuberculous changes in adjoining lym- 
phatic glands. There were thirty-four cases in this group, and they were 
divided into two classes, namely one in which there were no signs of ana- 
tomical healing, and one in which evidence of healing was demonstrable. 
There were five cases in the first class of which the following: is an ex- 
ample: 


P. M. No. 310: Female, aged 21 months. Recurring warty endocar- 
ditis of the mitral valve, with valvular insufficiency, and with stenosis of 
the left venous ostium. Eccentric hypertrophy of the heart. Organs con- 
gested. Croupous pneumonia of the left lower lobe. Sero-fibrino-suppur- 
-ative-pericarditis and pleuritis of both sides. A caseous tubercle, the size 
of a cherry stone, in the middle of the anterior surface of the left lower 
lobe. Total caseation of the lymphatic glands where the left main bron- 
chus divides, and partial caseation of the left lower tracheo-bronchial 
lymphatic glands. All other lymphatic glands of the body and all the other 
organs macroscopically free from tuberculosis. 


In regard to this case it should be kept in mind that you find the lung 
focus, and caseation of the glands on that side. 


Of the cases with evidence of anatomical healing there were thirteen, 
of which the following is an example: 


P. M. No. 631: Male, aged four years. Acute pharyngitis and tonsil- 
litis, with acute inflammation of the glands of the neck along with scarlet 
fever. A shriveled cavity, the size of a cherry stone, with calcified con- 
tents and hardened wall in the middle of the posterior surface of the right 
lower lobe, with scarred contraction of the surface above the cavity. Casea- 
tion and calcification of the broncho-pulmonary lymphatic glands adjoin- 
ing the right lower lobe on the right side; partial calcification of the lower 
end of a lower tracheo-bronchial gland on the right; small caseous tuber- 
cles in an upper tracheo-bronchial gland on the right. Partial adhesive 
basal and interlobular pleuritis of the right side. All the other lymphatic 
glands of the body and the other organs macroscopically free from tuber- 
culosis. 

Now the important points to keep in mind regarding this case are the 
pulmonary focus, the involved glands on the same side, the evidence of 
healing, and finally keep in mind that in none of these thirteen cases was 
healing complete. Of course, the comments made upon a typical case apply 
to all others of the same class. It should also be kept in mind that outside 
the lungs and chest glands there was no other tuberculosis. 
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We now come to the third group; those in which there was a lung 
focus, tuberculous changes in the adjoining lymphatic glands, and hemato- 
tuberculosis in other organs. There were twenty cases of this kind, that 
is, out of the 170 cases with a lung focus there were twenty like the follow- 


P. M. No. 354: Male, aged 9 years. Acute tuberculous basal lepto- 
meningitis. Scattered acute miliary tubercles in both lungs, in the liver 
and spleen. A caseous subpleural tubercle, the size of a pea, in the middle 
of the basal surface of the right lower lobe. Total caseation of the broncho- 
pulmonary lymphatic glands along the main bronchus of the right lower 
lobe. Partial caseation of the lower tracheo-bronchial, and some upper 
tracheo-bronchial lymphatic glands on the right. All other lymphatic 
glands of the body, and all other organs macroscopically free from tu- 
berculosis. 

You will notice that this case is like the others except that it does not 
give evidence of anatomical healing, and of the twenty cases of this char- 
acter there were ten without anatomical healing, and that there is tuber- 
culosis outside the chest. There were of course ten with evidence of heal- 
ing and of them the following is an example: 

P. M. No. 498: Male, aged 21 months. Pseudo-membranous tracheitis 
and bronchitis. Decubital ulcer of the right vocal cord. Lobular pneumonia 
of the right lung. A caseous indurated tubercle, larger than a pea, in the 
middle of the anterior area of the left upper lobe, directly under the sur- 
face, with acute miliary tubercles in the surrounding area. Caseation of 
the broncho-pulmonary lymphatic glands adjoining the left upper lobe, 
and of some of the tracheo-bronchial ones on the left. Adhesive tubercu- 
lous pleurisy of the medial surface of the left upper lobe. Scattered acute 
miliary tubercles of the spleen, and a fair number in the liver. All other 
lymphatic glands of the body and the other organs macroscopically free 
from tuberculosis. 

We now pass to the fourth grand division of the original 170 cases; 
that is, cases with a lung focus, with tuberculous changes in adjoining 
lymphatic glands, hemato-tuberculosis in other organs, and in addition with 
tuberculosis of those lymphatic glands, the tributary organs of which 
may come under the head of channels of infection. It is important right 
here to emphasize that in cases of this kind of which an example will 
be given, “that the changes in these glands were certainly more recent than 
the primary lung focus with the accompanying changes in the adjoining 
lymph glands, and also showed no tuberculosis in those organs which 
came under the head of possible channels of infection.” In this subdivis- 
ion there were twenty-five cases; that is 13.59 per cent of all the cases. 
As before, these cases are further divided into those with and without ana- 
tomical healing, either partial or complete. Of this group five cases show- 
ed tuberculous changes in the cervical lymphatic glands, of which the fo!- 
lowing is an example: 


ing: 
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P. M. No. 322: Female, aged 3 years. Tuberculous basal leptomenin- 
gitis. Acute miliary tubercles in both lungs, spleen, liver, and kidneys. 
Tubercles the size of lentils on the lower surface of the diaphragm. A 
caseous tubercle the size of a hazel nut, on the anterior surface of the left 
lower lobe near its anterior and lower border. Total caseation of the 
broncho-pulmonary lymphatic glands adjoining the left lower lobe, and of 
the lower tracheo-bronchial ones, also of some isolated paratracheal lym- 
phatic glands on the right, and of the posterior mediastinal ones. Acute 
miliary tubercles in the bronchial pulmonary glands on the right. Acute 
miliary tubercles in the deep medial lymphatic glands of the neck on both 
sides. 

The following is an example of cases with tuberculous changes in the 
mesenteric lymphatic glands: ; 

P. M. No. 413: Female, aged 15 months. Tuberculous leptomenin- 
gitis of the base and in a less degree, of the convexity. Acute miliary tu- 
bercles in the lungs, liver, spleen and kidneys. Three cavities, the size of 
cherry stones, at the apex of the left upper lobe, situated immediately be- 
side one another. Total caseation of the upper tracheo-bronchial lymphatic 
glands on the left, partial caseation of the upper tracheo-bronchial ones 
on the right, and of the lower tracheo-bronchial ones, as well as of some 
of the anterior mediastinal lymphatic glands. Adhesive pleuritis of the 
medial surface of the left upper lobe. Acute and subacute miliary tuber- 
cles in some mesenteric lymphatic glands. 

In the group just exemplified, the thing that stands out is the fact that 
outside the chest there was tuberculosis of glands, such as mesentery and 
cervical, in which tuberculosis was not demonstrable in the tributary or- 
gans which could be considered as channels of infection. Now in the next 
group (5), corresponding in all other particulars with the previous one, 
such tuberculous changes in other organs tributary to the affected glands 
could be demonstrated. This is the largest group and has in it 64 cases, 
or 34.79 per cent. They also can be subdivided as previously, but it be- 
comes necessary to make a couple of additional divisions. Here is an ex- 
ample of cases with tuberculosis of the mesenteric lymphatic glands and 
their tributary organs; and in which there were anatomical signs of healing. 

P. M. No. 848: Male, aged 19 months. Tuberculous basal leptomenin- 
gitis. Scattered acute miliary tubercles in the spleen and kidneys, abund- 
ant ones in the liver. A caseous tubercle, the size of a pea, in the upper 
lobe of the right lung near its lateral border, just below the apex and im- 
mediately under the surface, with acute miliary tubercles in the surround- 
ing area, and partial adhesive pleuritis of the upper lobe in this region. 
Total caseation with partial softening, of the broncho-pulmonary glands 
adjoining the right upper lobe, and of the upper tracheo-bronchial glands 
on the right. Acute miliary tubercles of the lower tracheo-bronchial, and . 
of some of the anterior mediastinal lymphatic glands on the right. A mi- 
liary tuberculous focus in a fold of the lowest part of the ilium. Single 
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acute miliary tubercles in some of the lymphatic glands adjoining the 
iliocaecal valve. 


In the next grand division (6) of the original 170 cases we have the 
same old lung focus which should not be forgotten for a moment; also the 
tuberculous changes in adjacent lymphatic glands, with or without hema- 
to-tuberculosis in other organs, and with more recent, but far more ad- 
vanced tuberculosis in those organs which may be considered as channels 
of infection. In these cases as in the others there could be no anatomical 
question but that the lung focus was the oldest lesion, and except for the 
more advanced lesions they could have been placed with the previous di- 
vision. The following is an example: 


P. M. No. 908: Male, aged 16 months. Tuberculous basal leptomenin- 
gitis. A caseous tubercle, the size of a bean, on the medial surface of the 
right occipital lobe, with subacute tuberculous leptomeningitis, and en- 
cephalitis on the middle surface of the right cerebral hemisphere. A case- 
ous tubercle the size of a pea on the lower surface of the right cerebellar 
hemisphere. Acute miliary tubercles in the liver, kidneys, thyroid gland, 
both lungs, and in the periaortic and inguinal lymphatic glands of both 
sides. Acute and subacute miliary tubercles, together with some tuber- 
culous infarcts in the spleen. Tuberculous, caseous, partially adhesive per- 
icarditis. Circumscribed tuberculous peritonitis, on the lower surface of 
the diaphragm. A softened caseous focus, almost as large as a hazel nut, 
in the middle of the interlobar surface of the left upper lobe, with circum- 
scribed interlobar adhesive pleuritis. Acute miliary tubercles in both 
lungs, partly caseous in the center. Total caseation of the broncho-pul- 
monary lymphatic glands, adjacent to the left upper lobe, and of the upper 
tracheo-bronchial ones on the left. Acute miliary tubercles in the broncho- 
pulmonary lymphatic glands adjacent to the left lower lobe. Total and 
a partial caseation of the lower tracheo-bronchial glands on the left, and 
of the anterior mediastinal ones. Total caseation of the paratracheal 
glands on the left, and partial caseation of the same on the right. Exten- 
sive ulcerative tuberculosis of the pharyngeal tonsil. Caseous tubercles 
as large as beans in the deep medial cervical glands of both sides. Tuber- 
cles, caseous in the center, the size of millet seeds, in the layers of the small 
intestine. Similar tubercles in the mesenteric and portal lymphatic glands, 
and acute miliary tubercles in the peri-pancreatic glands. 


In the next and last division (7) we have the same general conditions, 
such as lung focus, adjacent lymphatic glands, with or without hemato- 
tuberculosis of other organs, with tuberculosis of those organs which may 
be considered as channels of infection, but the important difference that 
the lung focus is of the same apparent age as the tuberculosis of organs 
which may be considered as channels of infection. The cases in this group 
were fifteen in number or eight per cent of the total 170. The following 
is a typical example: 
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P. M. No. 851: Male, aged 814 years. Tuberculous basal leptomen- 
ingitis. A caseous tubercle the size of a pea in the posterior medial area 
of the left optic thalamus. Acute miliary tubercles in both lungs, but most 
numerous and situated closest together at the apices of both upper lobes, 
in the liver and somewhat more scattered in the kidneys. A smooth walled 
cavity larger than a bean, with calcified masses on the posterior surfaces 
of the right upper lobe near its posterior border, and just below the apex. 
Caseation and calcification of some broncho-pulmonary lymphatic glands, 
adjoining the right upper lobe, and of some upper tracheo-bronchial ones 
on the right. Adhesive pleuritis of the upper and middle lobes of the right 
lung, and circumscribed of the lingula of the left upper lobe. Adhesive 
pericarditis. Numerous tuberculous ulcers larger than lentils, mostly of 
a gray color, together with some caseous tubercles the size of hemp seeds 
in the small intestine, especially in the lower ileum. A small tuberculous 
ulcer in the ascending colon. Partly calcified tubercles ranging to the size 
of millet seeds in several mesenteric lymphatic glands. Acute and partly 
caseous tubercles in the pharyngeal tonsil. Tubercles as large as millet 
seeds, but not sharply defined in the deep medial cervical lymphatic glands 
of both sides. 

For the moment I desire to recapitulate, that we may fix this matter 
in mind. First we had the case with the lung focus alone, of which there 
was but one. Evidently this is a very small class and shows definitely the 
difficulty of finding lesions so recent as to be unaccompanied by macro- 
scopic changes in any other part of the body. Next we find the cases 
with the lung focus and changes in the adjoining glands. There were quite 
a number of these, 18 per cent in fact, showing that very soon after the 
establishment of the initial lesion there is involvement of the glands. Next 
we have the cases, 10 per cent of the total number, in which we have hemato- 
tuberculosis in other organs, showing that tuberculosis needs but be estab- 
lished in the lungs but a comparatively short period before there is a sub- 
stantial chance that it will be carried by the blood to other organs. In the 
next class we add to the usual findings tuberculosis of those lymphatic 
glands, the tributary organs of which come under the head of channels of 
infection; but let us remember, there was no difficulty in determining 
that the lung focus was the older lesion. The last named was quite a group, 
and makes 13 per cent of all the cases. In the next group there may or 
may not be hemato-tuberculosis of other organs, but, was definite tubercu- 
losis, more recent than the lung lesion of organs which come under the 
head of channels of infection. This is the largest group, 34 per cent of all 
the cases, and establishes the fact that in most post-mortems on children 
the tuberculosis present, regardless of cause of death, will already have 
made extensive progress in the body, apparently secondary to the lung 
focus. The next class which makes but 5 per cent of the cases, differs from 
the previous only in the fact that the secondary tuberculosis of other organs 
was far more advanced, and except for that fact could have been correctly 
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placed in the previous class. The last class, which makes 8 per cent of 
all the cases, is very interesting, and could be classed with the two previous 
except for the important point that anatomical and macroscopic evidence 
could not show that the tuberculosis of other organs was of any different 
age than the lung focus. In other words in but 8 per cent was it impossible 
to say definitely that the lung focus was not the oldest lesion. We have 
already gone far enough to show the falsity of Fishberg’s statement, which 
is only true in the case of adults dying of tuberculosis, in which the changes 
are so vast as to obscure everything regarding origin. 

The majority of Ghon’s cases showed but one primary lung focus, but 
in quite a percentage there was more than one and it was, of course, not 
possible to always say which was the older. In this connection we must 
consider the possibility of simultaneous implantation, and the possibility 
of reinfection, as pointed out by Hamburger as late as 1911. It must not 
be forgotten that when it proved impossible to decide which lesion was the 
older or oldest, that one of them might have been the oldest, even though 
macroscopically they appeared exactly alike. 

I am well aware of the fact that nothing can be more stupid than lis- 
tening to the reading of protocols, which require the concentration of one’s 
study for the extraction of their meat, and I am appreciative of your pa- 
tience, but, permit me to emphasize, in no other way can Ghon’s argument 
be presented. Its further elaboration requires that attention be paid to 
the appearance and size of the lung focus. Fifty-two cases of those with 
one lung focus showed caseation, and in twenty-one of these there were 
surrounding tubercles manifestly dependent upon the lung focus, and the 
sizes of these surrounding tubercles were proportionate to the lung focus. 
In fifty-one of the cases with one lung focus there was a cavity. In fif- 
teen of the cavity cases there were surrounding tubercles. In thirty-four 
cases there was calcification of the lung focus. In five of the 142 cases 
with one lung focus there was nothing but a scar to show the original lesion. 
In the remaining cases with more than one lung focus caseation, cavitation, 
calcification, petrifaction, and mixtures of these with scarring were all 
represented. The larger half of the cases showed progressive types of 
disease, and the smaller half gave evidence of healing, partial in most and 
complete in a few. Among the cases a very small sized lesion predomi- 
nates. The cavity cases showed the largest lesions. You have probably 
already observed that the children were very young as a rule. The oldest 
was but fourteen, and most were much younger than that. This fact is 
of importance; for the younger the children the more significant the work 
becomes. Ghon’s cases also show that the younger the child the less likely 
will healing be found, and per contra, the older the child the more often is 
evidence of healing presented, and the more extensive progression as well. 

In 142 cases with one lung focus there was evidence of diseased pleura 
in ninety-five. In twenty-eight cases with more than one lung focus 
there was disease of the pleura in nineteen. In other words 67 per cent 
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of all the cases showed pleuritic changes. In more than one-fifth of the 
cases the pleuritic changes were right next to the lung focus; in one-quar- 
ter the lung focus was in the neighborhood of the pleuritic changes, and 
in a larger number on the same side as such changes; in 75 per cent the 
pleural changes were only on the side of the lung focus, and in almost half 
the pleuritic adhesions were over the lobe in which the focus was found. 
After doing this work for some time Prof. Ghon discovered that the easiest 
way of locating the lung focus was to search under the adhesions. He 
was also aided by the fact that the pleura would be adherent to the glands 
nearest the lesion, particularly the upper tracheo-bronchial. A contraction 
in the lung just over the focus also aids in their discovery. : 

The right lung was more frequently attacked than the left; in the pro- 
portion of two to three. One lung was usually affected, and in most cases 
but one lobe of one lung. The right upper lobe predominated; next the 
left upper, and finally the lower lobes in about equal proportion. The 
majority of foci were on the anterior surface of the right upper lobe, and 
the same was true of the opposite lobe when it was affected. On both 
sides the middle of the anterior surface is the favored spot for the develop- 
ment of tuberculosis. When the lower lobes are diseased it is their pos- 
terior lower surface most often. In about half the cases the lesion was 
sub-pleural. Ghon is of the opinion that the primary focus is formed 
around a very small bronchus focus in the peribronchial glands, and he 
states that a bronchus can almost always be traced into the focus. 

It now becomes important to recall Parrot’s law with which Ghon’s 
work is in complete agreement, to the effect that if you find a lung focus 
inevitably tuberculous changes will be found in the glands draining the 
focus. They are never absent from the side of the lung focus, and mostly 
only on the side of the focus. Ghon deduces from his almost innumerable 
cases the law that “changes in the lymphatic glands adjoining the lungs, 
accompanied by one or several so-called primary lung foci, are topographi- 
cally subservient to certain laws which entirely correspond to those which 
under normal conditions hold good for the discharge of lymph from cer- 
tain parts of the lungs. This fact is of fundamental importance; in itself 
it proves that the so-called lung focus never can have originated in a 
retrograde manner.” Now if we are to grasp the relationship between 
lung focus and adjoining lymphatic glands, which is of first importance 
in the development of this argument, it must be understood that in all 
Ghon’s cases he never saw one in which the changes in the glands by any 
stretch of the imagination could be conceived as older than those in the 
focus; certainly if the gland changes were older than the lung focus such 
a fact could be demonstrated, and the fact that no ~bserver has found such 
a condition proves that the gland tuberculosis is always secondary to the 
lung focus. 

In none of his cases was Prof. Ghon able. to trace any connection be- 
tween, for instance, a lesion of the ribs and the lung focus; therefore if a 
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lymphogenous origin is to be attributed to the lung focus, such could only 
arise from the tracheo-bronchial or broncho-pulmonary glands. Many 
investigators agree that under certain conditions such a retrograde infect- 
ion might be possible, but Ghon’s researches indicate that the lung focus 
is the older or oldest lesion. Injections of the pulmonary lymphatic sys- 
tem show that the glands in question are supplied by a centripetal flow, 
and that in the median line there are anastomoses from one side to the 
other. Ghon also notes that he has often been able to trace a fan-like 
spreading out of the glandular involvement from the lung focus; that is 
the hilus of the fan corresponds with the lung focus, and that never did he 
see such a spreading out in the opposite direction. The objection has been 
raised that the glandular changes are usually more extensive than those 
in the lung in his cases. He replies that in a progressive disease such as 
this, in which the focus acts as a constant source of supply for the glands, 
it could not be otherwise. In fact he feels so sure of his ground that in 
the fourteen cases in which tuberculosis could not be demonstrated in the 
lungs, only fourteen in 184, that he is inclined to think that even with great 
care the pulmonary focus had been overlooked. 

Having so disposed of the retrograde lymphogenous infection, the next 
to be considered is the hematogenous. This theory presupposes that the 
infective material must have entered the body without having left a de- 
monstrable local focus, or the focus must be in some other part of the body 
outside the lungs; that is, the lung focus must be regarded as metastatic, 
but in such a case the so-called primary focus outside the chest could not 
possibly be younger than the lung focus, and as a matter of fact in no 
case could Ghon find a lesion outside the chest which was older than the 
lung focus. Bartel, Weichselbaum, Harbitz, and Gaffky have all called 
attention to certain non-specific glandular changes in children, which 
might be a source of later tuberculosis, in fact such findings of bacilli in 
glands are called Bartel’s stage of lymphoid latency, and even Ghon admits 
that the possibility of infection of this type must be granted, but states that 
if it occurs it must be very exceptional; for it completely violates the law 
of primary effect as laid down by V. Baumgarten, and that of localization 
as given by Cornet, V. Baumgarten and Tangl. Therefore, few men have 
had the temerity to support it. In this connection it becomes very im- 
portant to point out that in the most extensive post-mortem researches at 
St. Anne’s Hospital, in Vienna, the results of the tuberculin test are in 
complete agreement with the post-mortem findings; that is in every case 
in which the test was positive before death they were able to demonstrate 
the tuberculosis post-mortem, and also whenever the test was negative, 
' the post-mortem findings were negative. This certainly goes to show that 
Bartel’s stage of lymphoid latency is a figment of the imagination. As 
regards infection we may therefore grant the theoretic possibility of a 
hematogenous metastatic formation of a lung focus in children without 
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harming the argument against it; for the proof of it is conspicuous by its 
absence. 

Having excluded both the lymphatic and hematogenous origin of tu- 
berculosis we arrive of necessity at the only remaining possibility, namely 
the aerogenous. Orth and others admit that histologically no one has 
ever been able to prove the impossibility or even improbability of the 
aerogenous implantation, and its possibility is denied by no one. From 
experiments upon animals we know that the lung is especially prone to 
infection. Ghon’s entire researches show, as do those of both Albrechts 
and Kuss, that the primary focus, even though very small can be demon- 
strated in children. Their combined cases are too many and too carefully 
worked out to permit anyone to ignore them, and thus we can only conclude 
with them that the original implantation is almost always pulmonary, . 
aerogenous, and from the lungs reaches the glands and affects them sec- 
ondarily, and that Parrot, back in 1876, knew exactly what he was 
talking about. 


PERFORATING ULCERS OF THE STOMACH AND DUODENUM 
| WITH REPORT OF CASES 


BY 
DR. F. D. GARRETT, El Paso, Texas 


(Read before the El Paso County, Texas, Medical Society, April 2, 1917.) 


Frequency: 

Reports as to the frequency with which stomach and duodenal ulcers 
perforate depends a good deal as to whether surgical or medical clinics 
are making observations, percentage being decidedly higher in the surgical 
service than the medical, because surgery has to deal with more advanced 
cases. According to Bassler it occurs early or late in about 5 per cent of all 
ulcer cases. An average of the percentage from various sources is given by 
the same author at from 3.2 to 22 per cent. According to Robson; 50 per 
cent of all duodenal ulcers perforate sooner or later. I think a much 
lower percentage would be more correct, probably about 10 per cent. Cer- 
tainly the duodenal type of ulcer perforates more frequently than stomach 
ulcer. 


Location: 

Brinton’s statistics give 70 per cent of cases of perforation as occur- 
ring on the anterior wall, 21 per cent on the lesser curvature, and 9 per 
cent on the posterior wall. 

Nearly all perforations of the duodenum affect the anterior wall. In 
Moynihan’s cases only 3 per cent were on the posterior wall. 
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Anatomy: 

Ulcers on the anterior surface of both stomach and duodenum when 
perforated open into the greater peritoneal cavity. Those of the lesser 
curvature of the stomach into the lesser peritoneal cavity; and those of 
the posterior wall of the stomach and duodenum open into the cellular tis- 
sue behind, and the resulting infections tend to follow the ascending colon 
toward the left kidney space. Infection of the lower peritoneal cavity leads 
to sub-phrenic abscess, and in rare instances to pneumo-pericarditis, 
pneumo-thorax, pyo-pneumothorax, or involvement of the mediastinum 
with external emphysema (Bassler). From perforation into the lesser 
peritoneal cavity encapsulated sub-phrenic abcess (with or without rup- 
ture into the chest cavity), abcess of the kidney, fistula into the colon, 
portal vein, liver and pancreas have all been noted. Or an infective sinus 
may travel downward and point in the pelvic cavity or even in the thigh. 

Perforation on the anterior wall of the stomach is the most serious 
of all, because the more infective nature of the contents, and the lack of 
protection from adjacent viscera, promotes the rapid spread of infective 
matter. 

Owing to the anatomical situation of the duodenum, being placed be- 
tween the right lobe of the liver and the gall bladder, and somewhat deeply, 
the contents do not as a rule escape into the abdominal cavity as in the case 
of perforation on the anterior wall of the stomach, but tend to travel along 
the posterior aspect of the hepatic colon, gravitating downward in front 
of the right kidney and then into the right iliac fossa. This line of infect- 
ion may occur in the acute form of perforation, but is especially apt to be 
the case with perforation that are subacute (Moynihan). 


Symptoms : 

According to Lockwood, perforation occurs without warning in 5 
per cent of cases. This may be due to the natural reticence of some pa- 
tients, to the dulled sensorium of others. With the more intelligent class 
of patients it is nearly always possible to get a history of periods of indi- 
gestion in the past, and in most cases careful history taking will bring out 
a typical ulcer history. 

Symptoms will depend on whether the perforation has occurred on 
the anterior or posterior surfaces. The infection being limited to the 
posterior cavity, the symptoms are not so violent and develop more slowly. 


CASE NO. 1: I shall here report a case of perforation on the posterior surface 
of the duodenum, to bring out some essential points in symptomatology. Mr. H., age 
32, weight 125, average weight 137. 

Family history, negative. Came to El Paso on account of a slight tubercular in- 
fection five or six years ago. Beginning five years ago commenced having attacks 
of indigestion, coming on once or twice a year, and lasting two or three weeks. There 
have been two attacks during the last six months when symptoms were decided and 
of daily occurrence; and he has seldom gone longer than two or three days during this 
period without some distress. 

He complains cf distress in the epigastrium radiating into the chest, coming on 
one or two hours after eating. But for the past three days the distress has been more 
constant and crampy in character, and not so much relieved by eating. 
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Examination of the stomach contents showed absence of occult blood, a slight 
hyperacidity, and moderate gastrosuccorrhea both of the digesting and fasting stomach. 
Examination of the stools gave reactions for occult blood. Temperature 99 2-5, 
and pulse 90. 
There was a marked rigidity of an area about the size of the hand just above the 
umbilicus. This area was sensitive to pressure. 


We felt sure of having to deal with a chronic duodenal ulcer. But 
on account of the relative acuteness of the condition present, I did not feel 
like putting him on medical treatment on account of the risk of perfora- 
tion and told the patient so. At this stage Dr. Cathcart made some radio- 
graphs of Mr. H., after a barium meal. I wish to exhibit to you one of 
these pictures which shows you an ulcer literally caught in the act of per- 
forating. 

We advised operation with a diagnosis of perforating duodenal ulcer, 
which Drs. Brown found to be correct, the ulcer being in a rare location on 
the posterior wall. The closure of the ulcer done by Dr. Brown was fol- 
lowed by complete and uneventful recovery. 

This was a case of the sub-acute type of perforation with mild symp- 
toms, and might, if the history were overlooked, give rise to the most 
obscure symptoms depending upon the course the infection happened to 
take. 


Mr.S.: Referred to me by Dr. J. L. McKnight with a diagnosis of probable duode- 
nal ulcer. The patient was a strong laboring man who had always been well until three 
or four days before I saw him. He claimed to have always had very good digestion 
before that time. 

My notes show that he complained of a marked heaviness in the left side in the 
neighborhood of the spleen at my first examination. He had considerable induration 
reaching from the inside of the left rectus muscle to the right of the median line, above 
the umbilicus. There was considerable tenderness to pressure within this area. 
Temperature and pulse were normal. On account of the threatening nature of the 
condition I decided not to use the stomach tube. We made a diagnosis of probable 
duodenal ulcer with localized peritoneal irritation. The patient was opposed to opera- 
tive measures. He was put to bed, hot compresses were kept continuously over the 
gastric area and given a strict ulcer diet. After he had been in bed about a week, had 
no pain and seemed to be doing well, he got up and out of bed at night, walked into 
the kitchen to get his wife a drink and felt a sharp pain in the abdomen. This was 
later followed by more soreness and the pain continued in a lesser degree. I saw 
the patient the following afternoon, and thought he might have a perforation. But 
at that time his pulse and temperature were normal and he did not show the slightest 
evidence of shock. The patient was opposed to operation and his condition was so 
good, we consented to wait. Very small quantities of liquid nourishment were given 
him after twenty-four hours, and other treatment as before. Conditions remained 
about the same except rigidity and tenderness gradually extended to the right along 
the course of the transverse colon. 

On the fifth day when Dr. Pickels and McKnight saw him with me, and being 
discouraged about his condition and progress, the patient agreed to have an operation, 
which was done by Drs. Pickels, McKnight and Stevens. A perforation was found, 
one inch below the pylorus in the anterior wall of the duodenum. This perforation 
was about the size of a dime, the duodenal contents had been carried as far as the 
right renal fossa. A careful toilet was made of the infected area, wiping with dry 
gauze, a good sized drain put in the right flank reaching the subrenal fossa; and a 
second drain put in the abdominal wound from the site of the perforation. The 
patient made a good recovery. \ 


This second case, illustrated again that the symptom of perforation 
need not be so dramatic, but may run a sub-acute or chronic course. 
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Now for the more dramatic, acute type. 


(History taken five months before perforation): American, male, brunet, 
present weight 147, average weight some years before, 175. Family history negative. 
Had pneumonia at 20 and typhoid in 1911. Had had several bad falls from horses. 

Patient began having stomach trouble fifteen years ago. During this period he 
had more or less indigestion, lasting a few weeks at a time and followed by periods 
of good health of from six months’ to two years’ duration. For the past two years 
he has counted his free periods in days rather than months. 

Present complaint: Dull pain in the epigastrium, which becomes sharp one or 
two hours after eating, relieved by taking warm drinks, and feels best when lying 
on the back. He has excessive salivation, feels nauseated much of the time, diminished 
appetite, and sleeps poorly. Stomach contents showed increased acidity, but no occult 
blood. Marked six-hour retention, digestive succorrhea. Occult blood in the stools. 

A diagnosis of ulcer was made. The patient felt he could not quit work, and 
wished to see what could be done for him by ambulant medical treatment. This I 
agreed to with some misgivings. He was much relieved, and after a few weeks pyloric 
spasm almost entirely disappeared, he was free from pain and distress, and felt en- 
couraged to believe he was getting well. Confidence having been restored in his 
stomach, he became more careless about his eating and I lost touch with him. 

About five months after first consulting me, Mr. M. called me to his office about 
11:30 a. m. I found him lying on his office desk suffering intensely with pain in 
the abdomen. Abdominal muscles board hard, respiration rapid and superficial. 
Temperature 97, pulse 120. 

I gave % gr. morphine sulp. and 1-150 gr. atropin sulphate hypodermically, 
and sent him at once to Hotel Dieu, ordered the operating room put in readiness, 
and called Dr. Vance, who began operating at 1:30, by which time the patient had 
all the evidence of profound shock. A dime-sized peforation was found two inches 
above the pylorus, which had leaked a quantity of stomach contents into the peri- 
toneal cavity. The patient’s general condition was considered too bad for a gastro- 
enterostomy. Dr. Vance closed the ulcer with some difficulty on account of the 
friability of the tissue, making it necessary to pucker the tissue near the pylorus so 
much that we both felt that the outlet would be narrowed. 

This patient after a somewhat prolonged and stormy convalescence made a com- 
plete recovery, and says now, after the lapse of three months, that he feels like a new 
man. 


In the differential diagnosis of this last case I think the most diffi- 
cult conditions to exclude would be: (1) appendicitis; (2) acute hemorr- 
hagic pancreatitis; (3) perforation of the gall bladder; (4) acute intra- 
thoracic disease. 


(1) From appendicitis: onset of both perforation and appendicitis 
sudden; the early pain in both conditions is referred to the epigastrium, 
but later it is apt to be most marked at McBurney’s point. The maximum 
rigidity is apt to be most marked at the site of the trouble in both. But 
this does not always help us because the rigidity may be so general and 
marked in both that there is no point of maximum intensity. As a rule, 
however, the rigidity in appendicitis is slight, compared to the intense 
board-like rigidity following perforation; the diaphragm is not so tightly 
held, and the breathing is not so short and jerky. 


(2) Acute hemorrhagic pancreatitis: This condition is usually with- 
out previous history, save in cases where gall stones preceded the attack. 
Pain is felt in the epigastrium. The pulse is thin, weak and thready from 
the onset. Vomiting is a marked feature. Halsted has called attention 
to a deep lividity or cyanosis especially of the face in acute pancreatitis. 
General distension of the abdomen is said to be rare (Moynihan) in acute 
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pancreatitis, neither is the hurried, jerky respiration due to fixing of the 
diaphragm seen. 


(3) Perforation of the gall bladder: Here the shock is not so in- 
tense and the reactions, both local and general, not so marked. Here again 
in the difficult cases, the history is of the utmost importance. 


(4) Acute intra-thoracic disease; pleurisy, especially diaphragmatic 
pleuryis, may deceive the very elect. The onset may be sudden, the pain 
intense and felt only inthe abdomen. There may be rigidity of the abdomi- 
nal muscles, and a certain amount of tenderness also. 

In intra-thoracic conditions the temperature tends to run higher, 103, 
to 104 or 105. In perforation the temperature may be subnormal at first, 
then goes up gradually and slowly to 100 or 101. With perforation the 
pulse tends to rapidity—120 to 140 and soon to 160. In respiratory con- 
ditions seen reasonably early we seldom find a pulse over 100. The respir- 
ation may be increased in both, but the ratio between the pulse and res- 
piration usually shows a marked difference, being higher in perforation. 

The treatment is known best to the surgeon. As an interest, I wish 
to stress the importance of early diagnosis, then a quick operation, quickly 
undertaken, and quickly done. Immediately after operation, if not sure 
that the stomach is empty, carefully lavage. Nothing by mouth the first 
48 hours, but much glucose normal salt solution by proctoclysis. Then a 
somewhat modified ulcer diet until convalescence. And for a year after, 
a soft, bland diet. Surgeons too often make a mistake in telling such pa- 
tients to eat what they please. 


Conclusions 
(1) The symptoms of perforation may be mild or severe according 
to the location and extent of the rupture. 
(2) To take careful histories, to be open minded, and to be awake to 
all the possibilities, is necessary for the diagnosis of acute abdominal con- 
ditions. 


REPORT OF SOME CASES OF FOCAL INFECTION WITH 
SPECIAL FEATURES 
BY 


DR. H. H. STARK, El Paso, Texas 
(Read before the El Paso County, Texas, Medical Society, March 5, 1917.) 


Owing to the anatomical peculiarities of the head, investigation along 
the line of focal infection in the last few years has thrown added responsi- 
bility on those men who have selected this part of the body to study and 
specialize on, for it is an every day occurrence that these specialists are 
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. called on to act as the final judge as to whether infections of the ear, nose, 
throat or mouth are causing such diseases as nephritis, endocarditis, 
chorea and other nervous complications, iritis, etc. Unfortunately diagnos- 
tic methods have not kept up with the other investigations. With the ton- 
sils we have practically the same method of diagnosis that we have used 
for years. The only difference is that a greater significance is placed on 
our findings. In diagnoses of the nasal sinuses, in addition to the old 
methods of probing and washing out, we have Roentgenography, but un- 
fortunately improvement in the technique of this diagnostic method has 
not reached sufficient accuracy to be absolutely positive in all cases. With 
the teeth, however, it is much better. In addition to the difficulties of 
diagnosis, fhe question is always complicated by the fact that we may have 
focal infection in other parts of the body—the gastro-intestinal or genito- 
urinary tracts particularly. In addition to these difficulties, the condition 
may be complicated by systemic diseases, particularly syphilis and tuber- 

-culosis. So far the question is not fully settled as to whether the secondary 
involvement is due to infection or toxines and the split product of bacterial 
growth in the tissues. Clinically we have direct evidence in favor of each, 
and it may no doubt be due to either or both. To show the difficulties of 
determining from just where the infection comes, I will illustrate it by 
a case which came into my hands a few days ago. 

CASE NO. 1: Girl, aged twelve, was referred to me with a dendritic ulcer of the 
right cornea. On investigating the case I found that she gave a history. of not being 
very strong physically, but no special illness. Examination of the nose and throat 
was negative. The ulcer was treated for several weeks and finally cured, but it re- 
curred occasionally for two years, until it was discovered that she had chronic ap- 
pendicitis. The appendix being removed shortly after one of the attacks with the 
eye entirely eradicated the trouble. 

While the etiology of dendritic ulcer is uncertain, it is considered by 
most authorities to be due to about the same cause as herpes. I feel quite 
convinced that this case was due to a toxic irritation of the nerve endings 
of the cornea from the focus of infection in the appendix. Another case 
which is significant of the fact that systemic disease may complicate our 
findings is as follows: 

CASE NO. 2: Man, aged thirty, referred to me for examination, giving the his- 
tory of a persistent iritis fora month. On investigating I found that he had moderate 
sized tonsils, with no sign of infection; that he had an upper molar tooth on the right 
side with an abscess at the root. Under advice this was removed, apparently giving him 
relief from his eye condition. He returned home, and in a few days the eye become as 
bad as ever. Investigation developed the fact that the eye condition was one of tubercu- 
losis, which cleared up in a few months under tuberculin. 

As an indication that we may have a direct bacterial invasion of the 
secondary part is illustrated by the following cases: 

CASE NO. 3: Female, aged thirty-three, gave the history of repeated attacks 
of tonsillitis for several years. Two years ago, following an attack of tonsillitis, she 
developed a pain over the region of the appendix, which subsided with the tonsillar 


trouble. This condition repeated itself several times, until the appendix was remov- 
ed by a surgeon, who found it infected with the same micro-organism as the tonsil. 
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CASE NO. 4: Male, aged twenty-eight. After a severe attack of tonsillitis he 
developed an inflammation of the seminal vesicles. The tonsils were removed after 
the acute infection subsided, but the seminal vesicle trouble remained persistent for 
several months, showing the same micro-organism that was found in the tonsil. 


The clinical cases which follow show to our mind the toxic effect, 
rather than infection. 

CASE NO. 5: Boy, aged twelve, who had been under my observation for two 
years, giving no history of rheumatism or othér complications. He had very large 
tonsils, filled with pus. The operation was done by dissection and snare, the tonsils 
coming out completely in the capsule. At the end of forty-eight hours he developed 
a swelling and rheumatic pains in both lower extremities, nervous symptoms de- 
scribed by his mother as “horrors,’’ which prevented him sleeping at night. The 


feo or condition lasted probably six weeks, when it passed off, leaving no effect 
nd. 


CASE NO. 6: Female, aged twenty-six. Case of iritis referred to me for ex- 
amination, which gave the history of repeated tonsillitis, no other cause for the eye © 
condition being found. The tonsils were enucleated, and came out apparently in- 
tact in the capsule. The pain in the eye subsided within a few hours and there was 
decidedly less congestion within twenty-four hours. The improvement continued up 
to the fourth day, when the eye again became worse. On re-examination of the 
throat at this time, a small piece of tonsil was found low down in the fossa, which on 
being removed, the eye went on to an uneventful recovery in a short time. 

In addition to the other troubles we have from focal infection, we are 
all aware of the functional nervous conditions, being of all grades from 
simple irritability up to chorea. In these cases when the focal point is 
found and removed, the condition passes away very rapidly. To my mind 
it seems but a short step from functional nervous disease to a direct change 
in the nerve element itself, even causing lesions of the brain and spinal 
cord. Owing to the anatomical structure of the nasal sinuses and their 
close proxmity to the brain, infection of these will no doubt cause more 
trouble than infection of other parts of the body, due to the fact that many 
cases of sinus infection have no drainage through the natural opening into 
the nose, thus giving us a condition of pus under pressure, the toxine and. 
bacteria of which can be disseminated through the body. Blindness from 
sinus infection, with all its accompanying symptoms, has become a well 
recognized fact. It seems to my mind that it is only a step farther to in- 
clude in this, involvement of the central nervous system, not only abscess, 
but changes like multiple sclerosis. A case in point showing the infinite 
possibilities of focal infection, and which to my mind represents a nervous 
element, came into my hands several months ago. 

CASE NO. 7: Nurse, aged twenty-six, reported to me with a history of having 
had repeated attacks of tonsillitis for a number of years. Two years before she had a 
pyelitis in one kidney, which now she believes to have been due to secondary infec- 
tion from the tonsil, which necessitated a nephrectomy. She gave a history of being 
obstinately constipated for years, with no relief except from cathartics. Examination 
of the tonsils showed that they were very much diseased and a tonsillectomy was 
done. From that day the constipation has been entirely relieved. I believe this to be 
due to the relief of the toxic nerve irritation. 

One of the hardest questions to decide is when to leet, In tonsil 
work we are always asked the question by the patient of what they were 
put there for and whether their removal would cause any harm. Our in- 
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vestigations so far leave us in doubt as to the function of this organ, but 
they have not left us in doubt as to the result obtained by its removal when 
in a diseased condition. By years of practice we have grown familiar with 
severe tonsillar infections, which clear up, leaving no trace behind, but 
at times we are confronted with cases of apparently slight infection, which 
before operating cause grave systemic trouble, as is illustrated by the 
following case: 

CASE NO. 8: Boy, twelve years of age, was brought to me for examination, 
giving history of having a few days before had a very slight sore throat for the first 
time in his life. It was such a slight importance that it was not even reported to his 
mother until his recovery. Examination showed that he had a slightly enlarged tonsil 
on the right side, the other looking normal. To be on the safe side, I advised a tonsil- 
lectomy, but as vacation was only a few weeks off, the operation was deferred to that 
time. Before the time for the operation arrived, he had an attack of rheumatism and 
a heart involvement so severe that the anesthetist refused to give him ether. 

It seems that there is no way of avoiding cases such as this, provided 
the man will remain even partially conservative. In going over my tonsil 
cases I try to find some cause for their removal—the graver things, such 
as rheumatism, nephritis, heart trouble, etc., or the smaller things, such 
as enlarged glands, chronically sore throat, irregular pulse, disturbance 
of digestion, nervous trouble of some character, or general lack of develop- 
ment of the child. At times'one should operate on cases with only one 
symptom present, but in the majority of cases on a careful investigation 
more than one symptom will be found present. As to the results, I feel 
that we can safely say that, provided anatomical changes have not taken 
place in the secondary involvement, that the removal of the diseased focal 
point will give relief. 


INTRA-OCULAR TUMORS—REPORT OF A CASE OF MELANOTIC 


SARCOMA OF THE LAMINA FUSCA CHOROIDEA 


BY 
DR. D. FOREST HARBRIDGE, Phoenix, Arizona 


PATHOLOGICAL REPORT 


BY 
DR. WILLIAM C. FINNOFF, Denver, Colorado 


(Read before the Southwestern Medical and Surgical Association, El Paso, Texas, 
December 8th, 1916.) 


Various types of tumors may involve certain of the intraocular struc- 
tures; such as the iris, ciliary body, chorid, retina, etc. Those most fre- 
quently encountered are malignant in character such as glioma, sarcoma, 
metastatic carcinoma, etc. A smaller proportion, while perhaps strictly 
speaking are not malignant, yet lead to wide spread destruction of 
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the parts envolved. If they do not entirely destroy vision, very marked 
impairment usually follows. Of this class may be mentioned cysts, tuber- 
culoma, adenoma, melanoma, bony tumors, condyloma, etc. Condyloma of 
the iris is of fairly frequent occurrence. Santos Fernandez has recently 
reported nineteen cases; one followed an initial lesion one month previous. 


Early diagnosis and immediate removal of the eye with as much of 
the optic nerve as possible is the only safe course in dealing with malig- 
nant intraocular tumors. This procedure has won for the ophthalmic sur- 
geon a greater percentage of recoveries free from metastases than any 
other branch of surgery. The reason lies in the fact that the eye is an 
end organ, more or less isolated from the rest of the body, the growth 
being at first confined within a tough fibrous wall—the sclera. 


The following case histories of sarcoma of the choroid apply in a gen- 
eral way to many types of growth within the eye: 


Case 1: Through the courtesy of Dr. Zentmeyer, while I was first clinical assist- 
ant at the Wills Hospital, Philadelphia, I was able to observe this case almost from 
its inception. The patient was a railroad engineer, aged 49 years. During the two 
years preceding his visit he at first noticed a blurred spot in his field of vision. This 
later became a well defined positive sarcoma. There was present in the fundus, be- 
tween the papilla and the macula a mound-like swelling or gibbous protrusion of about 
the diameter of the disc. Enucleation was advised but declined. In Zentmeyer’s 
recent report of this case secondary glaucoma supervened seven years after the initial 
symptoms, at which time the eye was removed. Sections by Brinkerhoff showed that 
} growth was a mixed cell melanotic sarcoma in which the spindle cells vastly pre- 

ominated. 


Case 2: First seen November 28, 1905, at my clinic at the Chester Hospital, 
J. S. aged 50 years, telephone lineman, complained of lost vision in the right eye, it 
having practically entirely failed two months previous to his visit. At times there 
were present rainbow colored lights. No pain or redness or unusual appearance of 
the eye had been observed either by the patient or his friends. Examination show- 
ed a perfectly quiet eye, T. plus 1?. Pupil larger than its fellow, but responsive to 
light stimulus. Light perception, but distinctly limited in projection. With oblique 
illumination the anterior chamber was slightly shallowed, a moderate ciliary injection, 
and from the pupillary area was emitted a grayish reflex. By trans-illumination a 
large dense shadow was obtained from the nasal half of the globe. With the oph- 
thalmoscope no view of the fundus was obtained; vessels however, were observed on 
the detached retina. 

The left eye was in every way normal. A-diagnosis of tumor of the choroid, or 
ciliary body, probably sarcoma, was made. The eye was enucleated nine days later. 
Shortly after operation the patient was discharged with a healthy orbit and no evi- 
dence of sarcomatous involvement in any part of the body. 


Dr. C. I. Stiteler of Chester has within the past few days examined 
this patient and writes me that at the age of 61 years, eleven years after 
the operation, he can find no evidence of recurrence. The enucleated globe 
was bisected and placed in a specimen jar containing formalin gelatine 
in which it remained until examined recently by Dr. Wm. C. Finnoff of 
Denver, whose report is as follows: 


Spec. 65: Eye removed eleven years ago. One half of globe submitted for 
microscopic examination. The eye had been imbedded in gelatin since removal. 
Macroscopically: Ant. Post. diameter of globe 23mm. Transverse at equator 24.5mm. 
Ant. chamber 1%mm. deep in center. To the nasal side the iris and lens pushed for- 
ward and the ant. chamber is shallower than normal. Iris rests on lens, pupil 4.5mm. 
The nasal side of the globe contains a large tumor which extends from the pars-plano 
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ciliaris posteriorly to the edge of the disc. The tumor has grown into the globe 
slightly beyond median line, pushing the retina before it. Only a very narrow band 
of pigment covers the surface of the tumor, the remainder is non-pigmented. The 
retina is detached from the choroid and occupies the center of the globe. The choroid 
on the temporal side of the globe ant. to the equator is detached from the sclera over 
an area of 7mm. Externally the area over the tumor (the sclera) is whiter than the 
rest of the globe and is very vascular. The optic nerve stump is 7mm. long. 


The gelatin was liquefied and specimen washed in water. Then transferred to 
80%, 95% and absolute alcohol. The eye is then imbedded in celloidin and sectioned. 
The globe was cut about 3mm. from surface and lower half sectioned. The optic 
nerve cut 1 4mm. behind globe and the remaining 5 %mm. saved for microscopic 
sections. 

Microscopic examination: Sections stained with haematoxylin and eosin. Cor- 
nea normal. Angle of the anterior chamber on the side of the tumor is obliterated 
by the iris, which has been pushed forward by the tumor growth. 

The iris, except for thickening of the arteries, is normal. 

The ciliary processes are somewhat flattened and the walls of the blood vessels 
are thickened. During imbedding, the posterior two-thirds of the pars-plano ciliaris 
Was separated from the sclera, at the ora serrata the retinal detachment begins; the 
retina being separated from the choroid by a gelatinous exudate. The choroid at the 
ora serrata is slightly oedematous. Around the larger and medium sized vessels, an 
infiltration of poly and mona nuclear leukocytes has taken place. The choroid rapidly 
becomes more oedematous and the fibers of the lamina fusca become separated by a 
clear exudate in which are seen a few leukocytes. The remainder of the choroid is 
pushed forward, the pigment epithelium swollen by oedema and many of the cells 
have lost their pigment granules; %mm. post. to the ora serrata, the whole choroid 
becomes lost in a large tumor mass. 

The tumor arises from lamina fusca and invades the choroid, so that the tumor 
cells rest directly on the sclera. It begins anteriorly %4m.m. from the ora serrata, 
and extends posteriorly to the edge of the optic nerve. The tumor has the greatest 
lateral diameter at the equator of the globe. The cells of this new growth are spindle 
shape with the nucleus occupying the greater portions of the cells. Many cells show 
karyokinetic changes. There is little or no intracellular substance. The cells close 
to the sclera are pigmented, and have grown between the fibers of the lamina fusca. 
The blood vessels of the tumor are numerous the larger being lined with a single 
layer of endothelium, while many of the smaller are simply channels surrounded by 
tumor cells. A hemorrhage has taken place near the center of the tumor and red 
corpuscles are seen between the cells. 

The sarcoma cells have no special arrangement except at the apex of the tumor 
where they are arranged in parallel rows, deeply pigmented and with many well- 
formed blood vessels resembling choroidal vessels. 

The lamina vitrea with its covering of pigment epithelium is ruptured and does 
not completely cover the tumor, only ascending a short distance on either side. The 
typical mushroom shape to which Parsons calls attention, therefore, is not present. 
In many places the pigmented epithelial cells have degenerated, leaving only a vacuole 
where they formerly were. 

The choroid covering the posterior portions of the growth is thrown into num- 
erous folds, is oedematous, and infiltrated with polymorpha nucleus leukocytes, 
lymphocytes and plasma cells. The choroid in the remaining portion of the globe is 
slightly infiltrated with lymphocytes and plasma cells which surround the larger 
vessels. 

The retina is entirely detached from the choroid, only being attached at the optic 
nerve and ora serrata. The nerve fiber layers of both portions is in opposition. The 
whole structure is oedematous and small cystic spaces are seen between the nuclear 
layers. The retinal arteries are much thickened. 

Optic nerve stains poorly, enough detail, however, can be made out to prove that 
no metastasis of sarcoma cells has taken place within this structure. Sections of 
the nerve 7mm. behind the globe reveals normal nerve. The vessels enter and leave 
the nerve about 74%m.m. from the globe and their walls are thickened, but no tumor 
cells or inflammatory exude surrounds them. 

There are no tumor cells in sclera. 

Diagnosis: Small spindle cell melanotic sarcoma arising from the lamina fusca 
choroidea. 
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Malignant tumors allowed to progress without surgical interference 
are marked by four stages. The first stage, invasion, development of the 
growth, and detachment of the retina. The amount of interference with 
vision depends upon location. Second, or glaucomatous stage, accom- 
panied by inflammation and increased tension. The onset may be sudden, 
but is not necessarily dependent upon the size of the growth, for a small 
tumor may precipitate an attack. Two years ago Weidler stated that he 
believed that secondary glaucoma was purely mechanical and was due to 
the increasing size of the mass. I am rather inclined to doubt this, for 
not only is it the increasing size of the growth but more particularly the 
augmented serous exudate into the eye and impeded outflow of fluids. 
The third stage is when the globe has ruptured and extra bulbar growths 
have formed. Metastases to other parts of the body marks the fourth 
stage. 

In the preparation of the chapter on tumors in the Ophthalmic Year 
Book, I find that during the past four years about two hundred intra- 
ocular tumors have been reported in current literature. It is, therefore, 
of infrequent occurrence in the routine experience of the oculist, so one 
is compelled to turn to literature for much of his information. While 
a differential diagnosis of the various eye tumors is in a measure academic 
in value, in so far as treatment is concerned, yet there are certain general 
characteristics which should always be considered in dealing with this 
class of eye diseases. 

Sarcoma is almost always a primary growth, rarely it may be metas- 
tatic. Thus early removal of the eye has resulted in from 25 to 30 per 
cent of non-recurrence either locally or in distant parts. About 80 or 85 
per cent of all growths found within the eye are of this type. Tumors of 
the choroid are almost always sarcoma. 

Arganaraz found in a study of a series of 54,000 clinic patients, nine- 
teen sarcoma, one of which was leucotic, in another series of 100,000 pa- 
tients he found thirty. Sarcoma is usually a disease of middle life, from 
the 20th to the 60th year, yet Bussey and Shuman report a patient aged 
3 years, while Lawford’s patient was a lady aged 9034 years. The growth 
affects the uveal tract, giving metastases to distant parts of the body, fre- 
quently the liver. It is composed of small round or spindle cells, or mixed. 
The leucotic or non-pigmented is extremely rare, the melanotic or pigment- 
ed being the usual type. While Lo Cascio obtained negative pigment re- 
action for melanogen he believes the chemical constitution is very similar 
to normal choroidal pigment. 

Carcinoma is always metastatic, although Neeper reports a case in- - 
volving the ciliary process in a man aged 71 years, in which no primary 
focus could be discovered. During the past four years only about a dozen 
cases have been reported by Weeks, Nicolai, Van der Hoeve, Dawney and 
others. The rarity of this form of intra-ocular tumor should attract at- 
tention in view of the frequent occurrence of the disease in other parts of 
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the body. This infrequency is accounted for, however, by the theory that 
the eye is an isolated organ receiving its blood supply from the main trunk 
at an acute angle. 

Glioma, (neuro-epithelioma, non-pigmented cancer) is of the nervous 
tract and extends by continuity along the same to the brain, seldom, if 
ever, giving metastases to the other parts of the body. It is a condition 
observed only in young children, unfortunately in a large proportion of 
instances only when it is well advanced. Owing to the child’s inability to 
notite loss of vision, it is usually the parents whose attention is attracted 
later by the appearance of a whitish or golden-yellow reflex from the pupil; 
amaurotic “cat’s eye.” The disease is observed most frequently between 
the ages of 3 months to 3 years. Berrisford’s statistical report from Moor- 
field Hospital from 1871 to 1913 reports three cases observed at birth 
and two cases as late as the 6th year. The relative frequency was .01 per 
cent of all eye cases. Wintersteiner places it at 04. per cent of all eye 
cases. The latter is probably more nearly correct, for the disease is one 
strictly of childhood, the above statistics being compiled from all classes 
of eye patients presenting themselves at the clinic. Berrisford found the 
ratio of one to seven, while Wintersteiner’s observations were that 25 
per cent of all cases were bilateral. 

The disease may affect more than one member of a family, as illus- 
trated by the history of the Grover family. Frank lost one eye, his son 
lost one eye. Frank’s sister married, eight children were born, four of 
which had glioma. De Gouva removed a gliomatous eye from a patient 
who later married a woman with no neoplastic history. Seven children 
were born of the union, the second and third dying of the disease. 

Glioma starts from the two granular layers of the retina, mainly the 
inner. In contra distinction to sarcoma it is never pigmented. Sections 
show the rosette arrangement of the cells around a central opening. The 
cells contain a large nucleus with a small amount of protoplasm, many hav- 
ing fine processes, those near the central opening have a greater amount 
of protoplasm, giving them a long cylindrical cell appearance. The peri- 
phery of the rosette shows evidence of degeneration. Some are glia cells, 
others are ganglion cells. The microscopic findings have been fully de- 
scribed by Wintersteiner. 

The usual course of the disease is progressive, yet Meller reports a 
case in which one eye was removed, its fellow contained three gliomatous 
tumors. Five years later this eye was examined and found to have under- 
gone involution. Vision was normal. Purscher’s case was a very unusual 
illustration of retrogression. Of eleven children two died of bilateral 
glioma, two sisters showed retrogression. One of the daughters married 
and of three children one died of glioma and the second showed retro- 
gression. 

Recovery, following enucleation, is more favorable if the growth has 
not passed beyond the lamina cribrosa. A patient remaining free from 
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recurrence more than three years is considered safe. Adams’ studies show- 
ed 54 per cent well after three years, while Wintersteiner found only 16 
per cent. 

Pseudo glioma is to be looked upon as an inaccurate term as commonly 
applied to many conditions. A differentiation should be made in metas- 
tatic ophthalmia, exudativa choroiditis, certain tubercular lesions, detached 
retina, etc. 

In true glioma the tension is elevated, while in pseudo glioma it is 
lowered. This, however, proved a fallacy in Sydney Stephenson’s two 
cases. The tension being elevated and under diagnosis of probable glioma 
the eyes were excised. Pathological examination showed retinitis exudativa. 

Many of the less frequent types of intraocular growths are often never 
diagnosed until the eye is sectioned. To conclude: It is the part of wis- 
dom to remember that an adult’s eye with a history of being. blind, sud- 
denly becoming inflamed, hard, and painful is an object of serious sus- 
picion, for frequently the smallest tumor can excite a glaucomatous attack. 


THE USE OF CORPORA LUTEA IN THE TREATMENT OF THE 
NAUSEA AND VOMITING OF PREGNANCY. 


BY 
ERWIN J. CUMMINS, El Paso, Texas 


(Read before the El Paso County Medical Society, April 27, 1917.) 


It is a recognized fact that with the advent of pregnancy ovulation 
almost invariably ceases. The true corpus luteum is the corpus luteum of 
pregnancy. It is necessary for the nidation and stability of the product 
of conception. The corpus luteum reaches its growth about the thirteenth 
week of pregnancy and is then gradually absorbed. It is about the same 
time that the nausea and vomiting of pregnancy cease. 

Bearing this fact in mind, it was thought that the administration of 
the extract of corpus luteum at the onset of the morning sickness might 
relieve these symptoms. The product used in these cases was Corpora 
Lutea (soluble extract) put up by Parke, Davis & Company, each ampoule 
containing one c. c. of the extract, equivalent to three grains of desiccated 
gland. I have used it in six consecutive cases. It was successful in check- 
ing the nausea and vomiting in all but one. One of the six cases had hype- 
remesis gravidarum. The drug was administered intramuscularly and 
no untoward symptoms noted. 

Case 1. Quadripara with toxemia of pregnancy. Her previous preg- 
nancies were accompanied by such distressing symptoms that, after all 
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treatment failed, her physician advised terminating them, which was re- 
fused. When first seen she was bed-ridden and could retain nothing in 
her stomach. Eighteen doses of Corpora Lutea were given with complete 
relief. 

Case 2. Primipara. Age 27. Six weeks pregnant, nauseated and 
vomiting daily. Four doses relieved these symptoms. 

Case 3. Primipara. Age19. Three months pregnant, nauseated and 
vomiting. Five doses gave relief. 

Case 4. Pregnant three and one-half months. Seven doses controlled 
her nausea and vomiting. 

Case 5. Six weeks pregnant. Two doses relieved her considerably. 
She discontinued treatment and symptoms returned. Three doses more 
gave complete relief. 

Case 6. Age 32. Three months pregnant, vomiting many times a 
day. Five doses, no relief; if anything, symptoms aggravated. Patient 
had had a severe exophthalmic goitre removed three years previous and 
symptoms of thyroidism returned. 

Two-thirds of all pregnancies are accompanied by nausea and vornit- 
ing to some degree. All should be checked, if possible, with view to pre- 
venting an aggravation of the condition. Corpora Lutea will undoubtedly 
control these symptoms in a large percentage of cases. 

3229 Aurora Street. 


ORTHOSTATIC ALBUMINURIA WITH REPORT OF A CASE 


BY 
W. R. JAMIESON, M. D., C. M., El Paso, Texas 


(Read before the 25th Annual Meeting, Arizona Medical Association, April 26, 1917.) 


By the term orthostatic albuminuria is meant that particular form in 
which albumin is present in the urine only while the patient is up and 
about, and which gradually disappears when the recumbent posture is as- 
sumed. In some cases the albumin appears shortly after assuming the 
upright position, while in others its advent may be delayed from one to 
three hours. 

Exercise or the ingestion of food seems to have no influence on the 
secretion of albumin. 

The etiology of this condition has been very much discussed, but, as 
yet, no very definite factor or factors have been discovered. 

Teissier (Deut. Med. Woch., Aug. 26, 1909) examined 150 girls to 
determine the influence of curvature of the spine on orthostatic albumin- 
uria, and found it was not the exclusive cause, though an important factor, 
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due to its interference with kidney circulation. In four cases albuminuria 
could be induced by artificial lordosis. During the years of most active 
growth, the vertebrae are not supported so firmly, though physiological 
curve becomes exaggerated by the laxness of the ligaments. 


Stilles & Jehle (Berliner Klin. Woch., Sep. 30, 1912) go further into 
the subject of albuminuria induced by artificial lordosis and say: — 

This asthenia is the basis on which the albuminuria develops, as also the narrow- 
ing of the upper aperture of the chest, all consequences of the general asthenia caused 
by the tendency to sagging of the viscera, nervoys dyspepsia, neurasthenia of both 
volitional and vegetative nervous systems, motor, sensory and secretory disturbances 


of the stomach, splashing sound, etc. 
This constitutional inferiority is responsible for the development of the al- 


buminuria on slight cause. : 

Broadbent (Brit. Med. Journ., Jan. 2, 1904) claims that a neurotic 
family history, along with cardio-vascular instability, is the commonest 
antecedent—a view which is sustained by Bars & Wessler (Arch. Inter. 
Med., Vol. XI., No. 2), though the cardio-vascular insufficiency is not 
associated with any hypertrophy or aie of the heart, which was 
usually smaller than normal. 

Gonolitsky (Zeit. f. Klin. Med., Vol. LXXVIL, No. 1) says he has 
proved by experiment that trauma plays no part in causing orthostatic al- 
buminuria. It does not develop unless there is functional infection weak- 
ening the organism at the period of its most intensive growth. These 
factors are sufficient without incriminating lordosis. 

That lordosis may cause stagnation in the renal vessels and so induce 
albuminuria is the view held by Deit] (Wien. Klin. Woch., Feb. 13, Vol. 
XXVI). But that a sound vasomotor system is generally able to com- 
pensate for this. 

Arnold (Munch. Med. Woch., Mar. 4, Vol. LX) says that orthostatic 
albuminuria is met with in some cases of early and untreated syphilis, al- 
most as frequently as in the early stages of tuberculosis, so that it should 
not be regarded as a sign of incipient tuberculosis unless syphilis can be 
excluded. 

_ To sum up, orthostatic albuminuria is met with in lordotic cases where 
there is more or less mechanical interference with the renal circulation, 
in cases where no lordosis exists, but where cardio-vascular instability or 
inefficiency is the main factor and in cases of early syphilis and tuber- 
culosis. 

The urine in these cases is absolutely normal if taken when the pa- 
. tient is lying down, and contains albumin in addition if taken after he has 
been on his feet for a time. ‘ 


The phenolsulphonephtalein and lactose excretion are normal. In the 
case which I wish to report the only factor to be found is a mechancial in- 
terference with the urinary excretion or with the renal circulation. None 
of the factors given as causing this trouble is to be found. 
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X-Ray showing impaction and sliding forward of the 4th on the 5th 
lumbar vertebra, with fracture of tranverse process of 4th. Dr. Jamie- 
son’s case. 


== ~ 
‘ 
ff 
~ 


> 
. 
q 
} ‘ 
4 
4 
«ef 
2 
ic 
» 
| 
4 
it 
i 


SOUTHWESTERN MEDICINE 41 


Male, auto salesman, 25 years, weight 160, height 6 ft. 2 in., has always enjoyed 
good health outside of a gonorrhea several years ago which was treated and cured. 

About a year ago he applied for life insurance and was informed that his urine 
contained albumen. About two months ago he applied again and was refused for 
the same reason. He then came to me as his physician to assure himself that such 
was the case. 

Physical examination of the heart, lungs, and abdominal organs revealed noth- 
ing except some tenderness between last rib and ileum on left side. P. 76. B. P. 125. 

The urinary examination was as follows: 

Urine taken while lying down: 

Sp. G. 1006. Alb. minus. Urea 0.025. 

Red cells, none. Casts, none. 

Urine taken after being up and about three hours: 

Color, clear amber. Reaction, acid. Sp. G. 1017. 

Alb. and urea, 0.01. Red Cells, many. Casts, none. 

The patient stated that he had been hurt in an automobile accident some two 
years previously and that since then his health had not been as good as formerly. 

On March 2nd, 1916, 1 c. c. of sul. of phthalein was injected in the buttock, and 
excreted as follows: 

First hour, 45 per cent. 

Second hour, 25 per cent. 

The ureters were catheterized and the urine from the right kidney was found 
to be free from albumen, while that from the left had quite a large amount. 

An X-Ray plate of both kidneys was taken which shows an impaction and slid- 
ing forward of the fourth on the fifth lumbar vertebra with a fracture of the trans- 
verse process of the fourth. The kidney position on both sides is practically normal, 
so that there must be some interference with the ureter when he stands up that 
—— in a damming up of the urine in the left kidney with a transient hydrone- 
prosis. 

No treatment has been carried out in this case, as it is exceedingly difficult to 
determine what the treatment should be. 


